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CENTURY now has passed since Sir James 
Simpson introduced both the use of the 
volatile anesthetic agents into obste- 
trics and the anesthesiologist into the 

confines of the delivery room. In the course of 
these hundred years, the anesthesiologist has come 
to join the obstetrician in being responsible not 
only for the safe and painless labor of the mother 
but also for the safe deliverance of her infant, in- 
cluding, when necessary, the resuscitation of that 
infant. This last responsibility is an eminently 
appropriate one, the anesthesiologist being a spe- 
cialist in the field of resuscitation. The fact that 
our fetal and neonatal mortality rates are improv- 
ing but little, plus the fact that certain resuscita- 
tive procedures widespread in practice are based 
on extremely precarious physiological thinking, 
suggested that it would be appropriate to review 
the literature on the subject of asphyxia neona- 
torum and its proper treatment. 


THE INITIATION OF RESPIRATION IN THE NEWBORN 


The age-old question of how breathing is ini- 
tiated at birth remains one of science’s greatest 
enigmas, but some progress is being made toward 
the answer. 

The time of onset of respiratory activity. There 
is now evidence to indicate that respiratory move- 
ments are not necessarily initiated at or after 
birth; they may begin in utero. Ahlfeld called 
attention to intrauterine respiratorylike move- 
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ments of the human fetus which he recorded gra- 
phically from the surface of the mother’s abdo- 
men, and Snyder and Rosenfeld have succeeded in 
making motion pictures of such movements (214). 
Similar generalized rhythmic patterns which bear 
a close resemblance to respiratory movements 
have been observed prenatally in a variety of 
animals, including the sheep (7, 8), the goat (6, 9), 
the rat (33), the rabbit (212), the guinea pig 
(213), the cat (213), the monkey (65), the chick 
(247, 253), and the duck (252). 

A second line of evidence that the genesis of 
respiratory activity extends far back into embry- 
onic life is furnished by observations of the respira- 
torylike behavior of human fetuses delivered early 
in their gestational lives. Erbkam saw a 4 month 
old fetus open its mouth as though to breathe and 
Minkowski noted a deep inspiratory movement of 
the thorax in a fetus of the same age (158). 
Dragstedt observed a 4 month old fetus which 
executed rhythmic movements of the head and 
trunk, as well as inspiratorylike movements re- 
sembling gasps(251) ; and Greene observed another 
fetus of that age in which 3 distinct respiratory 
movements were discerned (251). 

Yet a third line of evidence of fetal respiratory 
activity is the demonstration of the entrance of 
amniotic fluid into the lungs before birth. It has 
long been known that amniotic fluid may become 
infected following premature rupture of the mem- 
branes (204), and it is now apparent that such 
infected fluid may enter the fetal lungs and cause 
intrauterine pneumonia. Thus, Browne (20, 21), 
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Johnson and Meyer, Warwick, Odell and Plass, 
Helwig, Cruickshank, Chase, Potter (175), Came- 
rer, and Farber and Sweet, all reported finding 
either pneumonia or constituents of amniotic 
fluid in the lungs of stillborn infants. Snyder and 
Rosenfeld have performed experiments on ani- 
mals to show that amniotic fluid enters the fetal 
lungs: they injected India ink into the amniotic 
sac of the rabbit and then demonstrated a flow of 
ink-stained amniotic fluid into the alveoli that 
was proportional to the rate of fetal respiratory 
activity (209, 210, 211, 215, 216, 217). Shock has 
confirmed this work in the rat, but along with 
many other workers, he believed the phenomenon 
to occur only under conditions of intrauterine 
asphyxia. The entrance of amniotic fluid into the 
lungs before birth has also been shown by the 
technique of obtaining x-rays of the fetus follow- 
ing the injection of thorotrast into the amniotic 
sac. Windle, Becker, Barth, and Schulz (249) 
showed that thorotrast introduced about the head 
of the guinea pig fetus may be aspirated and de- 
monstrated by means of x-rays. Ehrhardt and 
Reifferscheid and Schmiemann are reported to 
have injected thorotrast into the amniotic sacs 
of human patients before therapeutic abortion, 
and subsequently to have found the radiopaque 
substance in the fetal gastrointestinal tract and 
lungs. Davis and Potter (49) injected thorium 
into the amniotic sacs of 16 women in the first 
half of pregnancy, before therapeutic hyster- 
otomy, and demonstrated thorotrast in the gas- 
trointestinal tracts and lungs of all the fetuses 
microscopically. They repeated these experi- 
ments in 10 women in the second half of pregnan- 
cy, before cesarean section, and radiographic 
studies of the infants following delivery showed 
thorotrast in the lungs in half of them. 

The mechanism of onset of respiratory activity. 
A number of theories have been propounded to 
explain the mechanism of onset of fetal respira- 
tory activity and the initiation of the first inspira- 
tory gasp of the newborn. An early one was 
Preyer’s mechanical theory, which attributed the 
initiation of respiration at birth to physical fac- 
tors and the reflex stimulation of the respiratory 
center by the trauma of labor. This view is re- 
futed empirically by the failure of rough palpa- 
tion, manual version, and the application of for- 
ceps to institute breathing if the fetus’ placental 
circulation remains intact (73). 

As the facts concerning the chemical control of 
respiration became known, various chemical 
theories were postulated. It is a well known fact 
that clamping the umbilical cord often initiates 
the first inspiratory gasp (24, 28), and it has been 
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hypothecated that the onset of respiration oc- 
curred because of insufficient oxygen, an excess of 
carbon dioxide, or a change in the fH of the blood. 
Windle, Barker and their coworkers do not believe 
that fetal respiratory activity occurs under nor- 
mal physiological conditions, and they believe 
that such activity, as well as the initiation of res- 
piration after birth, is dependent upon asphyxia, 
anoxemia, and an increasing tension of carbon 
dioxide (6, 8, 12, 239; 244, 245, 247, 248, 249, 251, 
252, 253). A number of other workers support 
these views (25, 80, 97, 122, 173, 201, 256). Hen- 
derson and his followers have stressed that it is the 
carbon dioxide tension of the blood that is the 
excitatory stimulus of respirations (1, 102, 104, 
105, 108, 238, 243). Coryllos (34) stated that the 
true respiratory hormone is the fH of the blood, 
and that the important factor is the carbonic acid- 
bicarbonate ratio rather than the absolute value 
of the carbon dioxide tension. 

Snyder and Rosenfeld, and Eastman, have ad- 
vanced what may be termed the biological theory 
of the initiation of respiratory activity. They 
have shown that anoxemia and an increased ten- 
sion of carbon dioxide may actually inhibit fetal 
respiratory efforts (212, 213, 188), and that the 
onset of respirations at birth cannot be correlated 
with the tension of carbon dioxide in the infant’s 
blood (69). Snyder and Rosenfeld have further 
demonstrated that the tidal flow of amniotic 
fluid into the lungs results in alveolar distention 
(211). They have postulated that the fetus is not 
normally apneic in utero, that postnatal breathing 
is merely a continuation of intrauterine respira- 
tory activity, and that asphyxia neonatorum rep- 
resents a suppression of this activity (187, 189). 
Davis and Potter reached the similar conclusion 
that the respiratory activity of the human fetus 
in utero is related to that after delivery, the major 
change in respiration at birth involving the sub- 
stitution of air for amniotic fluid as a medium of 
exchange (249). 

Apparently, intrauterine respiratory activity 
definitely does occur; but whether it occurs as a 
normal function related to postnatal respiration, 
or merely as a manifestation of intrauterine as- 
phyxia, cannot be ascertained on the evidence so 
far presented. 


ASPHYXIA NEONATORUM 


Asphyxia means, literally, the absence of pulsa- 
tion. In common medical parlance, however, 
asphyxia neonatorum has come to mean the fail- 
ure of the newborn to breathe at birth. Apnea 
neonatorum would appear to be better terminology 
toemploy in such instances, and the term “asphyxia 
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neonatorum” should be reserved for those infants 
exhibiting the true syndrome of asphyxia. 

Classification. Although numerous classifica- 
tions of the stages of asphyxia neonatorum have 
been devised, they all share a common basis: they 
describe varying degrees of lack of oxygen. Thus, 
one group of workers speaks of “asphyxia livi- 
da” and “asphyxia pallida” (151, 185, 203); a 
second group, of “initial apnea,” “initial dys- 
pnea,” “terminal apnea,” and “arrest of the 
heart” (34, 35, 223); and a third group, of 
“mild,” “moderate,” and “severe” asphyxia (83, 
136, 144, 193). Flagg’s classification describes the 
degree of lack of oxygen in terms of physical find- 
ings—‘the stage of depression,” “the stage of 
spasticity,” and “the stage of flaccidity”—a classi- 
fication of immediate importance to those faced 
with the necessity of resuscitating the asphyx- 
iated newborn (86). 

In the depressed stage, the baby does not 
breathe well. There is a tendency to recurring 
cyanosis or duskiness. The infant is depressed but 
capable of being aroused: the respiratory center, 
circulation, muscular tonus, and reflexes are all 
depressed from anoxemia, but are easily stimula- 
ted to normal activity. In the spastic stage, res- 
pirations are irregular, gasping, or shallow, and 
occur at long intervals. There is marked cyanosis 
of the mucous membranes. There is reflex re- 
action to aspiration within the pharynx and an 
active glottic reflex is present. Froth or fluid 
appears in the mouth and pharynx. In the flaccid 
stage, respirations occur either at long intervals 
or cannot be demonstrated. There may be either 
cyanosis or pallor. There is complete flaccidity of 
all the musculature: the jaw is completely re- 
laxed, the glottic structures are collapsed, and 
there is no resistance on exposure of the pharynx. 
Fluid is found in the hypopharynx. All reflexes 
are in abeyance. Cardiac pulsation may or may 
not be demonstrable at the apex. The circulation 
is failing (86). 

Etiology. The list of the etiological factors of 
asphyxia neonatorum is a long one, and the com- 
plete syndrome is usually the result of a combina- 
tion of several of these factors, rather than any 
given single factor in itself. 

It has been found that the age of the mother is 
of no importance until the age of 40 years is 
reached, but that thereafter the incidence of as- 
phyxia increases markedly (143, 194). The parity 
of the mother is a factor, primiparas giving birth 
to asphyxiated babies more frequently than multi- 
paras (30), until after the eighth baby, when the 
incidence of asphyxia increases with parity (142). 
The health of the mother is also a factor: cardiac 
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disease, cardiac failure, anemia, pulmonary dis- 
ease, infections, diseases of the genitourinary or 
gastrointestinal tracts, metabolic diseases such as 
diabetes or thyrotoxicosis, deficiency diseases, hy- 
pertensive states, and the toxemias of pregnancy, 
all markedly increase the incidence of asphyxia 
(11, 27, 142, 170, 193). 

The viability of the germ plasm and the devel- 
opment of fetal disease or congenital anomalies 
may be of importance. Congenital debility, con- 
genital defects such as malformations of the res- 
piratory and circulatory systems, diaphragmatic 
hernia, hypoplasia of the mandible, abnormal mo- 
bility of the tongue, and congenital diseases such 
as syphilis and erythroblastosis, have all been 
cited as factors tending to induce asphyxia (13, 
27, 67, 146, 170). 

There is little doubt that the immaturity of the 
infant plays an important part in the production 
of asphyxia neonatorum (13, 27, 30, 128, 170, 176, 
193, 194, 229). Lund considered that immaturity 
constituted the most important single factor in 
the production of asphyxia neonatorum (142), as 
did Sage. However, Eastman states that while 
prematurity is a common cause of death, it is not, 
per se, a prominent cause of asphyxia neonatorum 
(67). Some credence is lent this statement by the 
experimental work of Glass and Snyder, who 
found an increased tolerance to anoxia in rabbits, 
dogs, and guinea pigs born prematurely. 

The presentation and position of the fetus in 
utero (breech, transverse, and occiput posterior 
presentations and positions) are factors which in- 
crease the incidence of asphyxia (27, 142). The 
induction of labor with drugs, particularly quinine 
and pituitrin, is said to be a factor in producing 
asphyxia in some instances (11, 52, 142). The 
duration and type of labor is of importance: long, 
dry labor or the long, difficult labor associated 
with dystocia and cephalopelvic disproportion 
markedly increases the tendency toward asphyxia 
(11, 27, 142, 146, 170), as does the pernicious prac- 
tice of prolonging labor by mechanical force to 
prevent the delivery of the infant merely for the 
sake of convenience (52). Russ and Strong 
thought that prolonged labor was the outstanding 
cause of fetal asphyxia (194). 

The complications of labor are important fac- 
tors. These include anoxemia of placental origin, 
such as gross infarction, low insertion, placenta 
previa, and premature separation of the placenta; 
anoxemia originating in the cord due to prolapse, 
shortness, knotting or kinking, the cord about the 
neck, compression or torsion, or a velamentous 
rupture; and anoxemia of uterine origin, such as 
tetany, a contraction ring, or hemorrhage (11, 27, 
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128, 142, 146, 177, 185, 193, 194, 229). The type 
of delivery also influences the incidence of asphyx- 
ia: version and extraction, high forceps, breech 
extraction, mid-forceps, cesarean section, and 
low forceps delivery without episiotomy are asso- 
ciated, in the order given, with a frequency of 
asphyxia which is higher than that with spon- 
taneous delivery (27, 30, 52, 128, 142, 193, 194). 

The analgesic drugs often play a major role in 
the production of asphyxia neonatorum. Irving 
reported that if neither analgesics nor anesthetics 
were given to the mother, only 1.9 per cent of the 
infants failed to breathe immediately at delivery, 
whereas from 30 to 60 per cent of the infants born 
to narcotized mothers were apneic. Experimental 
work has shown that the intrauterine respiratory 
activity of the fetus is inhibited by the admini- 
stration of pentobarbital, sodium amytal, mor- 
phine, paraldehyde, or chloral hydrate to the 
mother (18, 187, 189). Morphine in particular has 
been condemned (22, 129, 134, 174, 195), espe- 
cially when used in large doses within 1 to 6 hours 
of delivery, and in conjunction with other meth- 
ods of analgesia and anesthesia (27, 29, 112, 
145, 202, 219). The barbiturates, when first intro- 
duced, were regarded as the answer to the prob- 
lem of obstetrical analgesia (19, 54, 139, 186), but 
it has become apparent that they, too, contribute 
to fetal respiratory depression (16, 22, 29, 112, 
120, 134, 195). Demerol, scopolamine, paralde- 
hyde, heroin, and pantopon all increase the fre- 
quency of asphyxia in the infant (92, 120, 129, 
142, 190). The pain-relieving drug that does not 
increase the incidence of asphyxia neonatorum 
has not yet been found. 

All the anesthetic agents and methods play a 
part in the production of asphyxia neonatorum, 
with the possible exception of local infiltration 
with or without peripheral nerve block (26, 36, 
52, 141). Spinal, continuous spinal, caudal, and 
continuous caudal anesthesias are almost ideal 
from the viewpoint of prevention of asphyxia in 
the fetus, except when these methods are compli- 
cated by a decrease in the blood pressure or by 
manifestations of idiosyncrasy (36, 96, 196, 218, 
227). All general anesthetics used to the point of 
maternal anesthesia decrease the respiratory re- 
sponse of the newborn (98). Nitrous oxide pro- 
duces marked anoxemia of both the maternal and 
fetal bloods (205), and it is exceedingly dangerous 
to the fetus in concentrations greater than 85 per 
cent (66). Cyclopropane increases the oxygena- 
tion of the maternal blood, but it is claimed to 
oxygenate the fetal blood poorly (205), and, when 
used in concentrations sufficient for operative 
delivery, increases the incidence of asphyxia (144). 
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Ether depresses intrauterine fetal respiratory ac- 
tivity (18), decreases fetal oxygenation (66), and © 
narcotizes the infant (96, 208). In short, anes- 
thesia, like analgesia, is produced for the mother 
with the hazard of asphyxiating her child. 

Finally, and frequently most importantly, the 
skill and experience of both the obstetrician and 
anesthetist may influence the incidence of asphyxia 
neonatorum (27). 

Chemistry. Eastrnan’s classical studies of the 
chemical changes occurring in the blood of the 
asphyxiated newborn (63, 64, 68, 69, 70, 71), con- 
firmed by others (95, 123, 132, 205, 243), indicate 
that asphyxia neonatorum is a chemical phenome- 
non associated with a decrease in the concentra- 
tion of oxygen, an increased tension of carbon 
dioxide, a marked increase in lactic acid, and a 
decrease in pH of the fetal blood. In the normal 
newborn, the arterial oxygen capacity is high 
(20.8 volume per cent), the arterial oxygen con- 
tent low (10.5 volume per cent), and the arterial 
oxygen saturation, therefore, low (50.5 per cent) ; 
in asphyxia neonatorum, the oxygen content of 
the blood may fall to less than 1 volume per cent 
witha fatal outcome and the oxygen saturation may 
be only between 0.5 and 4.0 per cent. The lactic 
acid content of the blood of the normal newborn is 
35 milligrams per too cubic cemtimeters, but under 
conditions of asphyxia this may rise to from 85 to 
go milligrams per 100 cubic centimeters, which 
indicates a definite endogenous production. The 
carbon dioxide tension of the blood, which is nor- 
mally 32 millimeters of mercury in the newborn, 
rises to twice that value in asphyxia neonatorum, 
and at the same time the carbon dioxide content 
falls to low levels as a result of its displacement 
from base by the large amount of lactic acid pres- 
ent in the blood. The fH of the blood, normally 
7.35 in the newborn, falls to 7.05, the lower level 
compatible with life, and may even fall to below 
7.00 with a fatality ensuing. 

Pathology. Although it has been demonstrated 
experimentally that intrauterine respiratory activ- 
ity and the aspiration of amniotic fluid produces 
some dilatation of the pulmonary alveoli under 
certain circumstances (216), clinically, the fun- 
damental pathological lesion of asphyxia neona- 
torum is the complete atelectasis of the lungs. The 
lung is airless and is not crepitant, the alveoli are 
collapsed, and the parenchyma is fleshy and dark 
colored. The lung is a compact, solid viscus which 
completely fills the thorax, for negative intra- 
pleural pressure has not been developed (34). 
Even after respiration begins, partial atelectasis 
may persist for long periods (62, 105): Wasson has 
shown roentgenographically that expansion of the 
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newborn’s lung may not be completed for 2 weeks 
and Von Reuss stated that the capacity of the 
lungs is only 36 cubic centimeters even 6 hours 
after the initiation of respiration. 

The other pathological lesions of importance 
occur as a result of anoxia. Asphyxia first pro- 
duces congestion of the blood vessels in all the 
tissues, organs, and even in the finest capillaries. 
Then edema occurs interstitially within the tis- 
sues and in the cavities of the body. This is fol- 
lowed by the liberation of red blood cells from 
their confining vessels, either by diapedesis or 
actual rupture, which produces both petechial and 
massive hemorrhages in the lungs, liver, gastro- 
intestinal tract, and brain. Finally, a stage of 
actual necrosis of tissue occurs, particularly in the 
liver and brain (26). 

Sequelae. It is now recognized that permanent, 
irreparable damage to the central nervous sys- 
tem, consisting of degenerative changes in the 
nerve cells, may result from the anoxemia of as- 
phyxia neonatorum (229), and that the not infre- 
quent sequence of asphyxia and successful resusci- 
tation may be followed by crippling sequelae, in- 
cluding mental inferiority, diminished ability to 
learn, and mental dullness. Yant and his cowork- 
ers demonstrated that extensive cellular damage, 
destruction of myelin, and cystic degeneration oc- 
cur in the central nervous system of dogs asphyxi- 
ated by carbon monoxide. Courville reported 
similar changes in fatal asphyxia due to the ad- 
ministration of nitrous oxide to human beings, and 
noted that 2 asphyxiated patients who survived 
sustained sufficient cerebral damage to be com- 
mitted to insane asylums. Schreiber found a di- 
rect relationship between asphyxia neonatorum 
and the occurrence of abnormal cerebral function 
in later life in a series of 500 children seen because 
of cerebral symptoms, 70 per cent of whom had 
been either apneic or asphyxiated at birth. Darke 
reported that children who had suffered from 
acute lack of oxygen at birth were retarded in 
later life, and that their intelligence quotients 
were low in comparison with those of their par- 
ents and siblings. Preston studied a series of 132 
cases of anoxia at birth, and found that the behav- 
ior pattern during childhood was markedly af- 
fected, often to a point incompatible with normal 
living: 26 per cent of the children were morons, 
imbeciles, or idiots. Windle performed extensive 
experimental work, using the guinea pig, on this 
problem (246, 248, 250): animals resuscitated fol- 
lowing asphyxia regularly showed the characteris- 
tic cerebral histopathological changes of anoxia, 
developed a variety of neurological signs, and dis- 
played behavior differences, inferior ability to 
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learn, and mental dullness as compared to control 
animals. 


METHODS OF RESUSCITATION 


Although there are cases recorded in which life 
in the apneic newborn has been maintained for 
hours by the absorption of oxygen through the 
mucous membranes of the stomach (207) or tra- 
chea (243), the fundamental problem in resuscita- 
tion is that of initiating an inspiratory gasp and 
starting the lungs to expand. Once the infant has 
gasped, however feebly, some expansion of the 
lungs occurs, and methods of resuscitation that 
were impractical while apnea and atalectasis per- 
sisted then become feasible. However, as DeLee 
has stated, “‘only nature can expand the alveoli’; 
and until the infant gasps and begins the expan- 
sion of its lungs spontaneously, the most that can 
be expected of any method of resuscitation is that 
it will aid in maintaining oxygenation and life, and 
in expanding the lungs once the initial gasp has 
occurred. 

The establishment and maintenance of the airway. 
It has been pointed out that the respiratory tract 
of the newborn often contains amniotic fluid, me- 
conium, and cellular debris. Since the first move- 
ment of respiration must of necessity be one of 
inspiration, the first act of resuscitation should be 
the performance of a toilet of the respiratory tract 
(22). To avoid injury of the delicate mucous 
membranes, this toilet should consist of gentle as- 
piration of the nares, mouth, and pharynx (1, 38, 
67, 73, 83, 128, 130, 137, 148, 151, 153, 154, 155. 
166, 193, 237), and, when necessary, even of the 
trachea and upper bronchial tree (13, 34, 203, 
228, 238, 232). Since clamping of the umbilical 
cord often initiates the first inspiratory gasp, as- 
piration of the supraglottic respiratory tract 
should be performed the moment the head has 
been delivered and before the cord has been 
clamped (86, 137, 203, 229). 

Posture may play an important role in the 
movement of fluid present in the trachea of the 
newborn. It has been demonstrated that fluid in- 
troduced into the trachea of the cat was inhaled 
and could be found histologically throughout the 
lungs if the animal was in the head-up or horizon- 
tal position, but that such fluid was not inhaled 
with the animal in a 15 degree Trendelenburg 
position (159). It was formerly advocated that 
the newborn be suspended from its feet to pro- 
mote drainage of the respiratory tract (146, 185), 
but it is now recognized that such a position may 
aggravate a tendency toward cerebral hemorrhage 
(1), and the 15 degree Trendelenburg position 
(17, 130, 132), or at most the 30 degree Tren- 
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delenburg position (52, 67), is now considered the 
optimal position for the asphyxiated newborn. 

If the infant is in the stage of flaccidity, with 
collapsed glottic structures and absent glottic re- 
flex, it is mandatory to intubate the trachea, not 
only for the purpose of aspiration, but also in or- 
der to maintain an airway through which the 
lungs may be insufflated with oxygen (3, 4, 17, 
52, 83, 84, 93, 118, 132, 136, 140, 146, 149, 152, 
202, 229, 230). Ardent advocates of this operation 
believe that it is easily performed after but little 
training (82, 152, 243, 254), by either a “blind” 
technique (51, 149) or with specially designed in- 
fant laryngoscopes (3, 17, 83, 84, 85, 86, 137, 146, 
218, 228, 232). The more conservative writers 
warn that it is a maneuver that requires consider- 
able skill, and that the novice may find it both 
slow and difficult to accomplish (166) without 
trauma to the larynx (82, 138, 220, 229). 

The use of external stimulation. Few workers 
still advocate the Schultze Giant Swing (185), the 
performance of a penile dorsal slit (152), hot and 
cold tubbing, sprinkling the skin with ether, jack- 
knifing the infant, dilating the anal sphincter, 
vigorous spanking, pummeling, and other archaic 
methods of manhandling the asphyxiated infant 
in the hope of stimulating the respiratory center 
with afferent impulses. Gentleness is now stressed, 
and the dangers of increasing shock, causing 
visceral lacerations, and inviting cerebral hemorr- 
hage are emphasized (1, 34, 52, 102, 132, 137, 154, 
166, 196, 202, 230). Nevertheless, the anoxic res- 
piratory center may be stimulated by afferent im- 
pulses from the skin, subcutaneous tissues and 
joints (31, 32, 61, 197, 198); and gentle cutaneous 
friction and passive movements of the extremities, 
after the establishment of an unobstructed air- 
way, may effect the initiation of respiration in the 
mildly depressed newborn without the necessity of 
= to other procedures (112, 193, 118, 218, 
228). 

The administration of oxygen. If the newborn 
does not respond immediately to such measures, 
oxygen must be administered. Eastman (63), as 
noted before, has demonstrated that the oxygen 
content of the fetal blood is reduced to extremely 
low levels. He believes that although the changes 
in lactic acid content, pH, and carbon dioxide 
tension are marked (64, 68, 69, 70, 71), these 
changes are secondary, the primary chemical 
change in asphyxia neonatorum being the extreme 
reduction in the oxygen content of the infant’s 
blood. He has summarized his firm convictions 
by stating, “There seems to be only one urgent 
indication in the treatment of asphyxia neonato- 
rum, and that is to introduce oxygen into the cir- 


culating blood of the infant.” There is unanimous 
agreement among almost all other authorities 
that the administration of oxygen constitutes one 
of the essential procedures in the resuscitation of 
the asphyxiated newborn. 

Concerning the questions of methods by means 
of which oxygen should be introduced into the 
circulating blood, and of whether or not it should 
be used in conjunction with the administration of 
carbon dioxide, there is considerably less agree- 
ment. 

The administration of carbon dioxide. Seldom 
has one man championed a therapeutic measure 
as strenuously as Yandell Henderson did the use 
of carbon dioxide for the treatment of depressed 
respiration and the asphyxias, including asphyxia 
neonatorum (101, 110, 111, 112, 117). He stated 
that carbon dioxide was the physiological respira- 
tory stimulant (99, 102, 109, 114, 116), in large 
measure basing his conclusions on the successful 
use of that agent in the resuscitation of victims 
of carbon monoxide poisoning (103, 115); and he 
hypothecated that carbon dioxide produced the 
muscular tonus he believed necessary for the on- 
set of respirations at birth (108). He justified the 
administration of carbon dioxide to the asphyxi- 
ated newborn, in the face of an already high car- 
bon dioxide tension, on the basis that the respira- 
tory center was so depressed that it was sensitive 
only to extremely high concentrations of that 
agent (104, 105). He did not fear to induce acido- 
sis by the administration of carbon dioxide in such 
circumstances, for he did not regard what others 
called the “‘acidotic”’ condition of the asphyxiated 
newborn as true “acid poisoning” (106). A large 
number of workers have agreed with Henderson 
that the administration of carbon dioxide is es- 
sential in the resuscitation of the asphyxiated 
newborn, and that oxygen alone is merely a food- 
stuff, not a respiratory stimulant (10, 52, 72, 73, 
83, 84, 85, 128, 136, 185, 202). Henderson and 
supporters of his thesis believe that 93 per cent 
oxygen with 7 per cent carbon dioxide is the ideal 
mixture of gases for routine use in resuscitation 
(3, 17, 345 35) 137, 146, 149, 152, 154, 155, 219, 
229). In the presence of profound asphyxia, and 
in the hands of experienced workers, however, it 
has been advocated in the past that up to 30 per 
= carbon dioxide be employed (150, 151, 203, 
243). 
Carbon dioxide may be of use as a stimulant 
when respirations become depressed during the 
first days of life (46, 118, 218), but there are now a 
number of reasons for believing that its use can- 
not be justified in the treatment of asphyxia 
neonatorum. Eastman could find no correlation 
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between the carbon dioxide tension and the onset 
of spontaneous respirations in the newborn (69), 
and others have confirmed the fact that the use of 
carbon dioxide in conjunction with the admini- 
stration of oxygen will not initiate respirations 
more readily than, and indeed not even as readily 
as, oxygen alone (1, 13, 44, 64, 68, 98, 132, 169, 
170, 212, 213). Furthermore, it has been pointed 
out that carbon dioxide in concentrations above 10 
per cent exhibits its anesthetic properties and be- 
comes actually depressant to respirations (15, 55, 
119). In fact, under conditions of anoxia, the res- 
piratory center undergoes a “reversal” as far as 
its response to carbon dioxide is concerned, and 
eventually even low concentrations of that agent 
may be depressant. Finally, with the occurrence 
of what Schmidt terms ‘‘the revolution in respira- 
tory physiology,” it has come to be realized that 
when the respiratory center is depressed, the im- 
pulses for the stimulation of respiration arise from 
the aortic and carotid bodies (which are very sen- 
sitive to anoxia, but relatively insensitive to in- 
creased carbon dioxide tensions), as well as from 
the respiratory tract, joints, skin, and subcutane- 
ous tissues (31, 32, 67, 197, 198). 

Methods of artificial respiration. When the new- 
born remains apneic following the establishment of 
an unobstructed airway, the administration of 
oxygen through that airway becomes a problem 
of artificial respiration. Such artificial respira- 
tion must exert sufficient force to overcome the 
resistance of the atelectatic lungs to expansion. 
Wilson and Farber found that this resistance 
amounted to from 25 to 30 centimeters of water in 
the lungs of premature infants at autopsy (206). 
Smith found the resistance to be from 20 to 30 
centimeters of water in the lungs of normal hu- 
man infants at birth (206). Gruenwald, who be- 
lieves that surface tension is the biggest single 
factor of resistance to expansion in the lungs of 
the newborn, found that an average pressure of 
18 centimeters of water was required to expand 
the lungs of the newborn and stillborn when air 
was employed, but that only 9 centimeters of 
pressure were required when water was employed 
to expand such lungs. Wilson, Torrey, and John- 
son (243) concluded that pressures of 24.4 centi- 
meters of water were not great enough to expand 
the lungs of stillborn infants, but were great 
enough to cause gross pulmonary damage. Others 
have warned that even low pressures may cause 
alveolar rupture or vascular damage in the lung: 
Murphy and Bauer warned that in the Drinker 
type of respirator the negative pressure must not 
exceed 15 centimeters of water (161); Kreiselman 
(133) advised a maximum of 21.6 centimeters of 
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water positive pressure applied over the face; 
Flagg advocated 25.4 centimeters of water posi- 
tive pressure (82); and Henderson allowed 25 
millimeters of mercury positive pressure (107). 
The Drinker infant resuscitator provides a nega- 
tive pressure of 10 centimeters of water (163), the 
Kreiselman inhalator a positive pressure of up to 
16 millimeters of mercury (130), and the Ericson 
and Johnson resuscitator a positive pressure of 13 
millimeters of mercury and a negative pressure of 
9 millimeters of mercury (40). It is an enigma 
that the mechanical resuscitators for use in the 
treatment of asphyxia neonatorum provide pres- 
sures that are far lower than those estimated to be 
required to overcome the resistance of the lungs 
of the apneic newborn, and yet that those same 
pressures may produce gross pulmonary damage 
in such lungs. At least a partial explanation lies 
in the fact that pulmonary damage may be as 
much dependent upon the suddenness with which 
such pressures are applied as upon the pressures 
themselves. 

Artificial respiration may consist of the inter- 
mittent exaggeration of negative intrapleural 
pressure, the intermittent increase of the pressure 
in the alveolar spaces, or the alternating increase 
and decrease of the pressure in the alveolar spaces. 

Manual artificial respiration, consisting of the 
intermittent compression of the lower thoracic 
cage, and thus a method depending on the exag- 
geration of negative intrapleural pressure, is often 
advocated (128, 154, 166, 185, 203). This resusci- 
tative procedure may be combined with the use of 
oxygen supplied by machines such as the Hen- 
derson and Haggard inhalator (103, 115), or by a 
simple mask and bag. Once spontaneous respira- 
tions have been initiated, it may be possible to aid 
and abet them in this way. However, there is no 
physiological basis for the use of this procedure in 
the face of persistent apnea, for it is not possible 
to exaggerate a negative intrapleural pressure 
that has not yet developed. It is not possible to 
force air out of completely atelectatic lungs. It is 
not possible to accomplish an inspiratory act by 
the elastic recoil of an atonic thoracic cage (17, 
22, 52, 72, 102, 132, 136, 153, 243). 

The “rocking” method of artificial respiration 
developed by Eve (77, 78, 79, 125) has been used 
in the resuscitation of the asphyxiated newborn 
(87, 157). This method also consists of the devel- 
opment of an increased negative intrapleural pres- 
sure, but it is doubtful whether in most cases the 
weight of the abdominal viscera can produce suffi- 
cient negative intrapleural pressure to overcome 
the atelectasis of the apneic newborn (243). The 
procedure has the added theoretical disadvan- 
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tage of requiring periods of steep Trendelenburg 
position, which may initiate or aggravate the com- 
plication of intracranial hemorrhage. 

Respirators of the Drinker type (58, 60), 
adapted in size to infants (38, 53, 59, 107), induce 
a negative intrapleural pressure by subjecting the 
external thoracic cage to a negative pressure 
equal to 10 centimeters of water. Those who ad- 
vocate their use point out that while such respi- 
rators may not actually initiate respirations, 
they will maintain oxygenation and life in the 
most physiological manner yet devised until spon- 
taneous respirations occur (34, 42, 84, 110, 118, 
155, 160, 162, 164, 165, 181). However, studies of the 
lungs of infants so treated, but who have come to 
autopsy, have shown that very little pulmonary 
aeration has occurred with the use of such low 
pressures (17, 94, 136, 243) and yet that, at times, 
gross pulmonary damage has been done (50). It 
has also been emphasized that it is extremely 
difficult to regulate the rate and rhythm of the 
respirator to the irregular respirations of the 
asphyxiated infant when respiratory efforts final- 
ly do begin; thus, they may become completely 
inhibited altogether (152). 

Mouth-to-mouth insufflation is the simplest 
method of intermittently increasing the pressure 
in the alveolar spaces, and this method may also 
be used alternately to increase and decrease that 
pressure. The mouth-to-mouth method has been 
warmly recommended as an immediately avail- 
able way of supplying at least some oxygen (5, 
34, 35) 55» 73, 82, 128, 149, 154, 155, 228, 229, 
237), but even its advocates warn that there is a 
great danger of creating an excessive intrapul- 
monic pressure and thus causing fatal emphysema 
and pneumothorax (12, 34, 50, 73, 75, 118, 137; 
152, 203, 218, 243). Unless intratracheal intuba- 
tion has been performed, there is also the danger 
of overdistending the stomach and rupturing it 
(17, 243), although this danger may be mitigated 
by the use of gentle pressure on the epigastrium. 
Finally, there is the danger of infection, both to 
the infant and, in diseases such as congenital 
syphilis, to the operator (12, 185, 243). 

Another method of intermittently increasing 
the pressure in the alveolar spaces is by the use of 
a face mask and an inhalator, such as the Kreisel- 
man resuscitator (127, 130, 131, 161, 228, 232). 
This machine is designed to supply intermittent 
flows of oxygen under positive pressure at a maxi- 
mum value that can be controlled by the operator, 
although this value is usually never above 15 or 
16 millimeters of mercury. Pulmonary damage is 
unlikely, although it may occur at such pressures; 
but pulmonary expansion is also unlikely at such 


pressures, although it too may occur (17, 243). 
As with other methods employing positive pres- - 
sure, there is the danger of distending the stomach. 

Resuscitators that provide alternate increase 
and decrease of the pressure in the alveolar spaces, 
such as the Ericson and Johnson resuscitator (39, 
40, 171), have been both recommended (13, 118, 
148, 191, 192, 193, 218, 231) and condemned (52, 
136, 169, 230). The objections to the “suck-and- 
blow” resuscitators are the dangers of pulmonary 
damage from both positive and negative pressures 
(110, 113, 152), the danger of overinflating the 
stomach (152), the fact that such machines fre- 
quently become mechanically defective at the 
critical moment (84, 100), and the fact that such 
machines may adapt to slight obstructions in the 
airway rather than to the volume of the lungs of 
the newborn (117, 152). However, a number of 
other workers employing these machines have 
been able to demonstrate no injurious effects on 
the lungs (148, 152, 181, 191, 231). The experi- 
ments of Thompson and Birnbaum, wherein they 
effected the resuscitation of asphyxiated dogs ‘by 
using 100 per cent nitrogen and other physiologi- 
cally inert gases, with this so-called ‘“‘suck-and- 
blow” method, are worthy of comment (14, 15, 
35, 221, 222, 223, 224). By the use of nitrogen ina 
“suck-and-blow”’ resuscitator, they could revive a 
larger percentage of asphyxiated animals than by 
the use of oxygen with manual artificial respira- 
tion (221, 223). It is the belief of Thompson and 
Birnbaum that deflation initiates powerful stim- 
ulatory impulses for respiration which travel 
over the vagus (15, 35, 222) and which can not be 
elicited by inflation alone. Reicher has confirmed 
their work. More recently, Thompson and his co- 
workers have injected radioactive sodium into the 
femoral veins of asphyxiated dogs and have dem- 
onstrated a greater circulatory movement with 
“suck-and-blow” resuscitation than with other 
methods of artificial respiration (225). They re- 
peated this work, using oxygen as the tracer (226), 
but the findings were still at variance with those 
of other workers (57, 231). 

The maintenance of warmth. The majority of 
workers are agreed that in asphyxia neonatorum 
the warmth of the body should be maintained by 
blankets, tub, or incubator. The recent concept 
that heat, by increasing the metabolism, may in- 
crease shock and therefore be contraindicated in 
the presence of shock has not yet been applied to 
the problem of the asphyxiated newborn. It is 
interesting to note in this connection, however, 
that a decrease in temperature was shown experi- 
mentally to be an important factor in aiding the 
survival of anoxic newborn puppies and rats (81). 
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The use of stimulatory drugs. Epinephrine given 
intracardially has been advocated for cardiac 
failure occurring in asphyxia neonatorum (52, 
149, 156, 166), and some remarkable recoveries 
have been attributed to its use (235). It is now 
recognized, however, that epinephrine frequently 
precipitates ventricular fibrillation (56, 140), and 
its use is therefore contraindicated. 

Alpha lobeline has been reported to be of im- 
mense value for initiating respirations in the new- 
born by Wilson and his coworkers (241, 242, 243), 
as well as others (52, 137, 193, 203). Careful 
studies of the drug, however, have revealed that 
its respiratory stimulative properties are variable 
in occurrence, temporary in duration, associated 
with cardiac depressant properties, and appear 
only in doses that are at convulsant levels (37, 
45, 85, 118, 126, 147, 152, 167, 236). 

Pituitrin, camphor, coramine, picrotoxin, me- 
trazol, caffeine, and strychnine have all been used 
as stimulants in the treatment of asphyxia neona- 
torum (149, 153, 154, 155, 166), but they are 
capable of doing more harm than good (1, 11, 56, 
70, 132, 135, 147, 218, 230). These so-called stim- 
ulatory drugs are not selective stimulators of 
the respiratory and vasomotor centers; rather, 
they stimulate those centers in the course of their 
action as generalized cerebral stimulators (91). 
Davis and his coworkers (48) found that the oxy- 
gen tension of the cat’s brain fell to low levels 
during convulsions produced by such drugs. Since 
it had been shown previously that there was no 
change in the cerebral circulation before or during 
an induced seizure (88, 89, 121, 172), they inter- 
preted their work as indicating that this relative 
anoxia was caused by increased cerebral metabo- 
lism. Schmidt and his coworkers (199) confirmed 
this work in the monkey: they found that the 
cerebral oxygen uptake invariably changed in the 
same direction as the cerebral functional activity, 
and that the highest levels of cerebral oxygen up- 
take were produced by convulsant drugs. The 
use of such drugs was often followed by a more 
severe depression than that which it was intended 
to overcome, and recovery from the effects of 
cerebral depressants occurred distinctly more rap- 
idly when no analeptic was given. These studies 
led Schmidt to question the use of stimulatory 
drugs in the treatment of cerebral anoxia, since 
they raise the demand for oxygen beyond the 
available supply (198). He even suggests the 
cautious use of cerebral depressants in certain 
situations of cerebral anoxia. Kety’s method for 
the quantitative determination of cerebral blood 
flow and metabolism in man will undoubtedly 
be applied to this problem, and in time we may 
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even have measurements of the oxygen consump- 
tion of the asphyxiated newborn before and after 
the use of stimulatory drugs. Until that time, 
however, it would appear from the experimental 
evidence that the use of these drugs is of question- 
able value, and may even be definitely harmful. 

The enzymatic compound, cytochrome C, has 
been shown to be useful in combating certain 
types of anoxia in man (180), but as yet it has 
had an insufficient trial as a therapéutic agent in 
the problem of asphyxia neonatorum. 


SUMMARY 


1. Intrauterine respiratory activity of the fetus 
does occur; whether this occurs normally as the 
physiological forerunner of postnatal respira- 
tion, or only under abnormal conditions, has not 
yet been determined. 

2. Asphyxia neonatorum is a generic term used 
to describe lack of oxygen of varying severity 
occurring in the newborn infant. The etiological 
factors of this syndrome include the age of the 
mother, the parity of the mother, the health of 
the mother, the viability of the germ plasm, the 
immaturity of the infant, the presentation and 
position of the fetus, the medical induction of 
labor, the duration and type of labor, the com- 
plications of labor, the type of delivery, the anal- 
gesic drugs employed, and the anesthetic agents 
and methods employed. Chemically, the syn- 
drome is characterized by a decrease in content of 
oxygen in the fetal blood, a secondary increase in 
the tension of carbon dioxide, an increase in the 
content of lactic acid, and a decrease in the pH of 
the fetal blood. The primary pathological lesion 
of asphyxia neonatorum is atelectasis of the lungs; 
secondary pathological lesions result from anoxia. 
Permanent, irreparable damage of the central 
nervous system may result from the anoxia of 
asphyxia neonatorum. 

3. The establishment and maintenance of an 
airway is the first requirement in resuscitating the 
asphyxiated newborn. This may be followed by 
extremely gentle external stimulation. Oxygen 
must then be administered, by a form of artificial 
respiration, if necessary. Carbon dioxide should 
not be used in conjunction with the administra- 
tion of oxygen. Warmth should be maintained 
throughout the resuscitative period and there- 
after. Stimulatory drugs may do more harm than 
good, and should not be used. 
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Seborrheic Blepharitis and Conjunctivitis. Josrru 
S. Gots, THycEson, and Morris WaIs- 
MAN. Am. J. Ophth., 1947, 30: 1485. 


The authors report their observations on Pity- 
rosporum ovale in seborrheic blepharitis and con- 
junctivitis. Except when secondarily infected, sebor- 
rheic dermatitis of the eyelids is a mild, almost 
symptomless disease. However, some cases are as- 
sociated with acute conjunctivitis and keratitis. 
Although pityrosporum ovale is the only constant 
bacteriologic finding in the disease, its réle in this 
condition is unsettled because seborrheic dermatitis 
does not occur in animals and animal inoculations 
fail to reproduce the disease. Moreover, the few 
recorded human inoculations with this unclassified 
yeastlike organism have been inconclusive, so that it 
is difficult to determine whether the organism occurs 
as a saprophytic or as an etiologic agent. It was 
found in scrapings from 100 per cent of 143 cases of 
clinically recognizable seborrheic dermatitis of the 
eyebrows and eyelids—in moderate numbers in mild 
cases, and in enormous numbers in severe cases. 
Skin tests with extract of Pityrosporum ovale in 16 
individuals without gross seborrheic blepharitis or 
dermatitis of the scalp resulted in questionable or 
negative reactions, but in 5 of 46 individuals with 
seborrheic dermatitis of the eyelids the resultant skin 
reactions were significant. Three of these 5 patients 
developed severe lesions of the conjunctiva and 
cornea. 

It is concluded that although no conclusive evi- 
dence was found that Pityrosporum ovale was patho- 
genic for the eye and its adnexa, its etiologic relation- 
ship is suggested by the following findings: the con- 
stant presence of the organism in the lesions; the 
relationship between the number of organisms and 
the severity of the disease; the relative absence of the 
organism in clinically normal eyes; the inability of 
the organism to grow on any but complex culture 
media (saprophytes grow on simple media) and the 
sensitization to the organism revealed by intra- 
dermal skin tests. JosHua ZUCKERMAN, M.D. 


Intraepithelial Epithelioma. Benjamin EsTERMAN, 


JoserpH LAVAL, and CLARA OKRAINETZ. Am. J 
Ophth., 1947, 30: 1537. 

The authors report a case of intraepithelial epi- 
thelioma of the cornea and conjunctiva (Bowen’s 
disease). Only 7 cases have been reported in the 
literature. 

In all cases complete surgical excision was always 
considered the treatment of choice (although the 
difficulties of complete excision were mentioned in 
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1 case). Radiotherapy has not been advocated and 
some pathologists are even of the opinion that it is 
contraindicated. In 1 case treated by radiation 
there was no recurrence during the remaining 4 
years of the patient’s life. 

In the present case report the condition occurred 
in the right eye of a woman 63 years of age. The 
vision which was 10/200 could not be improved. 
The tumor situated at the lower nasal quadrant of 
the limbus presented a pinkish gray, granular appear- 
ance about 5 mm. in diameter. The mass was slight- 
ly elevated and had the texture of a cauliflower. 
There was a faint grayish infiltrate in the cornea 
and local congestion of the bulbar conjunctiva and 
episclera. 

It was decided to treat the patient by radiation. 
Nine treatments of low voltage unfiltered x-ray 
therapy were administered in fractionated doses of 
600 roentgens every other day up to a total of 5,400 
roentgens in 18 days. At the end of this course of 
treatments the tumor had disappeared entirely, 
leaving only a faint infiltrate, a few small deep ves- 
sels, and a very shallow depression at the site of 
the growth. JosHua ZUCKERMAN, M.D. 


A Consideration of Aniridia, with a Pedigree. P. H. 
Beattie. Brit. J. Ophth., 1947, 31: 649. 


The author discusses aniridia, with a pedigree. 
This congenital anomaly was treated in 2 or 3 pa- 
tients of a family and their various blood relatives 
were visited to observe and record the condition of 
their eyes. 

Thirty-one patients were found with bilateral ab- 
normalities of the iris, 4 patients had coloboma of 
the iris with or without hypoplasia of the iris, 10 pre- 
sented either partial or complete aniridia of both 
_ and 12 presented bilateral aniridia and ectopia 
entis. 

Three clinical types of cases have been described: 

1. Patients with coloboma and/or hypoplasia of 
the iris. These patients have no disability, their 
visual acuity is normal, and they show no tendency 
toward the formation of lens opacities nor toward 
increase of their intraocular pressure. 

2. Patients with simple aniridia. They present 
photophobia and poor vision. They develop scat- 
tered opacities and deterioration in vision as they 
grow older. 

3. Patients with aniridia and ectopia lentis. 
These patients present photophobia.and their visual 
acuity is poorer than that of patients with uncom- 
plicated aniridia. 

Only affected members of the family transmit the 
disease while normal children invariably have nor- 
mal offspring. It is a dominant characteristic in- 
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herited from affected members of a family in approx- 
imately 50 per cent of the cases. Although the con- 
dition is not accompanied by any skeletal abnor- 
malities, such as those associated with congenital 
dislocation of the lens (arachnodactyly), the follow- 
ing defects were encountered in the family: excess- 
ive fat, a lazy good humored temperament (sugges- 
tive of pituitary dysfunction) and a physiologically 
small type of sella. 

Treatment depends on the type of case. No treat- 
ment is required for patients with colobomas and/or 
hypoplasia. 

In cases of aniridia the photophobia may be re- 
lieved by wearing dark glasses, by contact lenses 
designed with an artificial iris and a central pupil of 
normal size, or by tattooing of the cornea to elimi- 
nate peripheral rays of light. If glaucoma develops, 
trephining may be performed to relieve it; however, 
it is not generally effective. Eyes with aniridia have 
a predisposition to early lens changes. 

For the patients with aniridia associated with 
ectopia lentis, photophobia may be relieved by wear- 
ing dark glasses and vision may be improved by 
correction of the error of refraction. 

The author concludes that it is the ectopia lentis 
associated with the aniridia that is responsible for 
the high percentage of glaucoma in this series of 
cases. To prevent the possible development of 
glaucoma, needling rather than the more hazardous 
procedure of removing the lens (extraction) is advo- 
cated in the hope of accomplishing rapid absorption 
of the lens. If the tension becomes elevated after 
absorption a trephine operation should be performed. 

JosHua ZuCKERMAN, M.D. 


Transplantation of the Vitreous. SamuEL GARTNER 
and Bruno S. Prigstiey. Arch. Ophth., Chic., 1947, 
38: 487. 

It has been found that the human eye can tolerate 
the removal of up to 0.6 c.c. of vitreous without ap- 
parent damage. The authors, experimenting on 
young albino rabbits, studied the amount of vitreous 
removal that was feasible, as well as the transplan- 
tation of vitreous and its substitutes. 

They found that simple withdrawal of 0.3 c.c. 
produced only a transient conjunctival flush; how- 
ever, withdrawal of 0.4 c.c. or more of vitreous pro- 
duced hemorrhages on the iris and retina and some- 
times in the vitreous with disastrous final results. 
Histological examination of eyes from which 0.9 c.c. 
of vitreous had been withdrawn showed extremely 
dilated intraocular vessels with extensive hemor- 
rhages into the various structures and spaces of the 
eye. Removal of vitreous which was immediately 
replaced by other vitreous still caused degenerative 
changes. However, by the device of a double needle 
and syringe which could remove old vitreous and 
inject new vitreous simultaneously, little hypotony 
was produced and the procedure was well tolerated. 

The best substitute for vitreous was vitreous from 
another eye (rabbit, kitten or human being), and 
amounts up to 1 c.c. were successfully transplanted. 
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Saline solution could be substituted in small amounts. 
A blood-vitreous mixture was withdrawn readily 
in a vitreous transplantation within 4 hours after 
its injection. If the blood remained several days, it 
coagulated and could not be withdrawn. Vitreous 
preserved under refrigeration for a week became 
cloudy but could be injected without undue reaction. 
Rocer H. Jounson, M.D. 


Visual Effects of Tridione. Louise L. SLOAN and 
Anita P, Grtcer. Am. J. Ophth., 1947, 30: 1387. 


A new synthetic compound, “‘tridione,” has re- 
cently been used as an anticonvulsant in the treat- 
ment of epilepsy. A number of papers describing the 
results obtained with this new drug mention the fact 
that patients frequently complain of visual symp- 
toms associated primarily with high illumination. 
Such symptoms are reported by a majority of adults 
and adolescents, only occasionally by younger chil- 
dren. 

The purpose of this paper is to report the results of 
a series of tests of visual functions which provide 
further information as to the nature of the unusual 
visual phenomena associated with tridione therapy. 

Tests of the visual function were made primarily at 
two brightness levels, 2 millilamberts and 2,000 mil- 
lilamberts, and emphasis was placed on measure- 
ments of the rate of recovery of visual function with 
continued exposure to each brightness level. Tests of 
both visual acuity and differential brightness sen- 
sitivity at the fovea were used in the experiments. 
Supplementary studies included determinations of 
the light threshold, tests of color discrimination at 
high intensity, and tests of sensitivity to flicker. 

The dosage of tridione was 1 gm. per day in 6 
cases, and 3 gm. per day in 1 case. The studies were 
from 2 to 9 months. 

The significant effects of tridione on visual func- 
tion, demonstrated in this study, may be summar- 
ized as follows: 

1. Acuity, brightness sensitivity, color discrimi- 
nation, and sensitivity to flicker showed temporary 
impairment in all patients tested, when both the 
foveal test field and a surrounding area of 6 to 10 
degrees were illuminated to a high brightness. While 
these findings all point toward impairment in func- 
tion of the foveal cones at high brightnesses, supple- 
mentary tests indicated that the defect was not a 
localized central scotoma, but involved cone func- 
tion throughout the entire retina. 

2. With continued exposure to the high brightness 
there was gradual improvement in visual function. 
In 5 of 7 patients, acuity and brightness discrimi- 
nation reached normal values after about 10 min- 
utes. Sensitivity to flicker, although it improved, 
continued to show significant impairment after long 
adaptation to the high brightness in patients who had 
recovered normal acuity and normal brightness 
sensitivity. 

3. Two of the 7 patients showed a lasting impair- 
ment of both acuity and brightness sensitivity at 
2,000 ml. Tests of acuity at brightness below 2,000 
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ml. indicated that significant lasting impairment 
may extend to brightness levels of 50 ml. or less. 

4. All patients showed a temporary impairment in 
acuity and in brightness sensitivity at 2 ml. after 
previous adaptation to 2,000 ml. None showed lasting 
impairment after adaptation to the low brightness. 

5. Impairment in foveal sensitivity to flicker at 
high intensities was less marked when the bright- 
ness of the surrounding fields was 1 ml. and only the 
1 degree test field was of high brightness. 

6. Increase in the length of the dark phase of the 
flicker cycle produced less than the normal increase 
in sensitivity to flicker at the fovea. This was true 
at low as well as at high brightnesses of the test field. 

7. The findings in patients studied for more than 3 
months while on tridione indicate that tolerance to 
the visual side effects develops with continued medi- 
cation. Patients reexamined after the drug was dis- 
continued showed no evidence of any visual impair- 
ment after 10 weeks without tridione. 

The action of tridione on the visual mechanism 
probably does not occur posterior to the chiasm, 
since exposure of one eye to a high brightness does 
not produce these effects in the unexposed eye. If 
the action were at the level of the optic nerve, it is 
unlikely that cone fibers alone would be affected. It 
seems probable, therefore, that the drug produces 
its effects at the retinal level. For the most part, the 
phenomena suggest that the neural layers of the 
retina rather than the photochemical processes are 
involved. Studies on animals of the effects of tri- 
dione, use of the electroretinogram, measuring the 
optic nerve discharges, and so forth might, therefore, 
be of aid in explaining the mechanism of the visual 
defects. J. Woopuutt Overton, M.D. 


Disseminated Lupus Erythematosus. FREPERICK C 
Corpes and Samuet D. AIKEN. Am. J. Ophth., 
1947, 30: 1541. 

The authors report the ophthalmoscopic findings 
in a case of acute disseminated lupus erythematosus 
in a woman 30 years of age. The patient was ob- 
served clinically for a period of 6 months before fatal 
termination. 

Examination revealed the presence of cotton-wool- 
like exudates with small irregular and flame-shaped 
hemorrhages. The disk was edematous. The vascu- 
lar changes were most striking: the veins were dilated 
and irregular in caliber and associated with perivas- 
cular thickening and with small isolated thromboses; 
the arterioles presented a spotty and disseminated 
distribution of markedly irregular localized narrow- 
ings, some occlusion, perivascular thickenings, and 
arteriolosclerosis. 

Microscopic examination revealed exudates, sub- 
intimal thickening, and sclerosis of the arteriolar and 
arterial walls with narrowing of the lumina and wide- 
spread vascular occlusive lesions. Intimal endothelial 
changes were absent. 

No single lesion or combination of lesions is con- 
sidered pathognomonic of lupus erythematosus. 
“Toxic retinitis” is the most typical picture. 
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General manifestations of the disease include, in 
addition to the lesions in the skin, a prolonged low 
grade fever which fluctuates irregularly, changes in 
the endocardium, renal involvement, leucopenia, 
anemia, loss of weight, asthenia, marasmus, cachexia, 
lymphadenopathy, hepatomegalia, embolic and 
thrombotic phenomena in the gastrointestinal tract, 
pulmonary affections, arthritis and arthralgia, and 
ulcerative lesions of the mucuos membranes. The 
disease may affect all age groups and especially wom- 
en between puberty and the menopause. Its etiology 
is unknown. JosHua ZuCKERMAN, M.D. 


EAR 


The Nature of the Vestibular Stimulus. L. B. W. 
JoncKees and J. J. Groen. J. Lar. Otol., Lond., 
1946, 61: 529. 

The thesis is presented that the vestibular organ 
distinguishes only between the stimuli of (1) rota- 
tional acceleration and (2) linear acceleration and 
that, contrary to commonly accepted interpretations, 
it does not differentiate between dynamic (move- 
ment) and static (gravity) stimuli. In support of 
this view, experimental data is given to show that 
all types of linear acceleration (gravity, centrifugal 
force, accelerated linear movements) create the same 
qualitative and quantitative response in humans. 
There are two different organs analyzing these stimu- 
li in the vestibular apparatus. This observation is 
confirmed by (1) the power of discrimination of 
linear and angular acceleration which persists after 
destruction of one labyrinth, and (2) the striking 
difference in indication time and after sensation when 
angular and linear stimuli are separately measured. 
The indication time is the length of time required for 
the sensation of either rotary or linear acceleration 
to reach a maximum. Joun R. Linpsay, M.D. 


Healing of Experimental Labyrinthine Fistulas: 
Further Observations. J. R. Linpsay. Arch. 
Otolar., Chic., 1947, 46: 584. 

The present report is a continuation of one made 

a year earlier, and the various factors influencing 

osteogenetic closure of a labyrinthine fistula are dis- 

cussed. The author states that success in preventing 
osteogenetic closure depends on a number of factors. 

Removal of bone dust and endosteum was essen- 

tial since these could not be separated in the mon- 
key. A fenestra left without covering in a radical 
mastoid cavity, or one in which the covering graft 
degenerated, always closed, usually within 2 to 3 
weeks. In all fenestras which had been kept open 
permanently, there was found a thin fibrous attach- 
ment of membranous canal to the covering flap, 
while in those developing osteogenetic closure, a 
thick layer of fibrous connective tissue was observed 
between the canal and the flap, in which bone was 
irregularly being laid down. In no case was an open 
fistula maintained in the monkey unless the mem- 
branous labyrinth was present and closely united to 
the flap or graft. 
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The former interpretation that prevention of 
osteogenesis occurred as a result of direct union be- 
tween the membranous labyrinth and the covering 
flap or graft was confirmed. 

An essential factor for success seemed to be the 
preservation of uninjured membranous labyrinth in 
its normal position at the outer periphery of the 
bony canal where it was freely in contact with the 
covering that was applied. 

A factor contributing to the successful application 
of a covering flap, as previously reported, consists 
in locating the fistula on the convex surface of the 
mound formed by the horizontal canal slightly dis- 
tant to its ampulla. Continued apposition of the 
flap to the bone is thereby favored. 

Prevention of closure in monkeys was achieved, 
apparently permanently, with epidermal or Thiersch 
grafts, conjunctival grafts, a graft of skin and peri- 
osteum from the anterior canal wall, and with a flap 
of skin and periosteum (tympanomeatal flap). 

Cartilaginous stopples were found to be technical- 
ly difficult to fit and maintain in position and were 
associated with a greater tendency to osteogenetic 
closure. 

An observation of particular interest in relation to 
osteogenesis was an accidental discovery that a 
suitably made fenestra in the human would remain 
permanently open under certain circumstances with- 
out any covering having been applied. This occurred 
when the fenestra was made after a simple mastoi- 
dectomy, the middle ear apparatus being undis- 
turbed, the wound having closed, and antibiotics 
having been given. The fenestra became covered by 
the mucoperiosteum which eventually lined the 
repneumatized mastoid cavity. 

These experiments on monkeys and in humans 
have shown that epidermis has no specific effect in 
preventing osteogenesis at the fenestra. Its value 
consists in the protection which it affords. It is the 
only tissue suitable for covering the outer surface of 
the body, therefore the only one suitable for cover- 
ing the fenestra in a radical mastoid cavity. 


Labyrinthine Fenestration—The Present Position. 
C. A. Hutcarnson. J. Lar. Otol., Lond., 1946, 61: 
567. 

Three different techniques for performing labyrin- 
thine fenestration are now in use: 

1. The two-stage operation as first used by 
Sourdille. A postauricular modified radical mas- 
toidectomy is performed under local anesthesia. The 
malleus head is removed but the incus is preserved. 
The tympanomeatal flap is prepared and placed over 
the torus of the external semicircular canal. About 
6 months later the mastoid is again entered through 
the reopened postauricular incision, the flap is ele- 
vated over the canal, the fenestra is made with 
various sized rasps, and the flap is replaced. The 
author does not use a drill and consequently does not 
employ irrigation. 

2. The one-stage endaural operation as devised 
by Lempert. 
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3. The one-stage postauricular operation favored 
by Hall and Hutchinson. . 

The author has observed the two-stage technique 
of Sourdille and the one-stage method developed 
from this by Lempert. He expresses a preference 
for the one-stage postauricular approach because it 
gives a wider operative field and easier approach to 
the semicircular canal. He discusses the contraindi- 
cations, complications, and causes for failure of the 
operation and stresses the necessity of adequate 
training before the’ operation is attempted. The 
author confirms the words of Sourdille as regards 
preparation for performing the fenestration opera- 
tion: “Fools rush in where angels fear to tread.” 

Joun R. Linpsay, M.D. 


NOSE AND SINUSES 


Intranasal (Sphenopharyngeal) Encephalocele: Re- 
port of a Case with Intracranial Repair, and a 
Review of the Subject. Frank M. ANDERSON. 
Arch. Otolar., Chic., 1947, 46: 644. 


The intranasal encephalocele finds its way into the 
nasal or nasopharyngeal cavities by passing through 
an opening in the ethmoid or sphenoid bone, or at the 
suture between these bones. This hernial sac may 
cause deformity and obstruction of the respiratory 
passages. There is a constant threat of rupture of 
enveloping meninges with resulting spinal fluid rhi- 
norrhea and meningitis. When a spherical mass is 
seen in the nose or nasopharynx of infants or children, 
the possibility of encephalocele should be considered. 

Snare or ligation in the nasal cavity rarely results 
in permanent cure. By this method a communica- 
tion is often established between the nose and sub- 
arachnoid space leading to persistent cerebrospinal 
rhinorrhea and meningitis. The intracranial ap- 
proach, with the use of a unilateral or bilateral fron- 
tal bone flap, affords a much better exposure and 
provides a much better means of securing tight 
closure of the dural defect. The frontal lobe is re- 
tracted intradurally. If the protruding encephalocele 
cannot be delivered into the intracranial cavity, it is 
ligated at the stalk and carefully wiped out of the 
sac. The defect in the bone should be closed tightly 
by covering it with bone, tantalum, or muscle, and 
suturing over this dural flaps or fascia. The thin- 
walled empty sac remaining in the nose collapses and 
causes no symptoms. One case of intranasal en- 
cephalocele is reported. §Joun R. Linpsay, M.D. 


MOUTH 


Surgery of Cleft Palate (Cirugia de la fisura palatina). 
Héctor Marino. Prensa méd. argent., 1947, 34: 
2282. 


The author prefers to operate for cleft palate at 
an early age, if possible, soon after the child has 
reached the age of a year. He stresses the importance 
of not only anatomic but physiologic repair. The 
—— operation should furnish good phonetic re- 
sults. 
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Advanced age, a poor general condition, repeated 
operative failures, and aplasia of the palate form 
contraindications to operation. In cases presenting 
these factors modern prostheses furnish excellent re- 
sults. The author favors relatively large instruments. 
He uses nonabsorbable suture material such as ny- 
lon or cotton. Whenever deep anesthesia is not re- 
quired, local and block anesthesia is employed. An- 
terior and posterior palatine branches are injected 
and the staphylopharyngeus mucosa is infiltrated 
with the anesthetic. For general anesthesia the 
author uses ether and oxygen, employing intratra- 
cheal intubation. Morphine and atropine are given 
preoperatively. The patient is operated on ir Rose’s 
position. 

The operative technique is based on the mobiliza- 
tion of mucoperiosteal and muscular flaps. 

Success depends on gentle handling of the tis- 
sues, complete dissection of the flaps, and proper 
immobilization of sufficient duration. Long lateral 
incisions according to Dieffenbach’s method with 
Ernst’s prolongations are made. Blair’s mucosal 
sutures in the form of a sagittal U are used. Nasal 
mucosal, muscular and aponeurotic, and oral muco- 
sal planes are formed. All adherences are severed to 
allow the “push-back.” 

After the operation an iodoform sponge with bal- 
sam of Peru is placed over the wound and is kept in 
place by means of a molded prosthesis. The latter 
is attached to the teeth. In infants the prosthesis is 
kept in place by means of a heavy thread which is 
carried through the nose and tied over the columella. 

Joseru K. Narat, M.D. 


Survey of Pathologic Specimens from the Oral Re- 
gions Seen at the Army Institute of Pathology 
during World War II. JoserH L. Mil. 
Surgeon, 1947, 101: 362. 


Fifteen cases of Ludwig’s angina have been re- 
corded, which indicates that, although rarely seen, 
the condition remains a problem because of its seri- 
ous prognosis. 

Only 3 cases of Mikulicz’s disease were seen. The 
intensity of infiltration of lymphatic elements was a 
striking feature. The gland acini become widely 
separated and atrophic while the ducts undergo 
hypertrophy in this condition. 

Leucoplakia can be classified histologically into 
two types: (1) the verrucal form, and (2) a leucopla- 
kia which shows less keratotic activity and more 
widespread involvement. About three-fourths of the 
lesions reported were on the lips and of these, almost 
all occurred on the upper lip. Primary syphilitic 
lesions of the lip may grossly resemble the infiltrat- 
ing type of carcinoma. 

Oral tuberculosis occurs most frequently on the 
tongue, lips, and pharynx, in the form of rough, moth- 
eaten ulcers which may resemble aphthous ulcers and 
squamous cell carcinoma. Histological differentia- 
tion from sarcoid is extremely difficult. 

Because of confusion concerning the term epulis, 
its use has been discontinued. Peripheral giant cell 
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tumors (giant cell epulis) arise from the periodontal 
membrane and have a high incidence of recurrence. 
Granuloma pyogenicum cannot be differentiated his- 
tologically from pregnancy tumors of the gums. 

Of the 38 salivary gland mixed tumors which oc- 
curred on the lips, 35 occurred on the upper lip. 
Eight hundred and twenty-seven squamous cell car- 
cinomas of the lip are recorded; they may be classi- 
fied into papillary and ulcerating forms. One of 
every 5 specimens submitted to the Institute was 
malignant, and one of every 8 specimens was a 
squamous cell carcinoma of the lip. Certain factors 
peculiar to military existence may be responsible, 
such as excessive radiation, wind, and dust. 

Joun R. Linpsay, M.D. 


Interosseous Wiring in the Treatment of Fractures 
of the Mandible. Stuart Gorpon. Arch. Surg., 
1947, 55: 660. 


Interosseous wiring as a method of treatment in 
suitable fractures of the mandible has been used by 
the author in 48 fractures in 46 patients. 

Wire suture of the fractured mandible is applicable 
in fractures of the edentulous mandible, fractures 
having an edentulous posterior fragment, multiple 
fractures (for stabilization of the main fracture), bi- 
lateral fracture through the mental foramina with 
downward displacement of the central fragments, gun 
(or shell) wounds (for stabilization when a portion is 
missing), and in fractures at the base of the condyle 
with displacement. The procedure used by the au- 
thor is as follows: 

An incision is made below the mandibular line. 
No attempt is made to protect the inframandibular 
branch of the facial nerve, as recovery uniformly has 
followed its injury. The fracture ends are freed of 
soft tissue on both surfaces for about 34 inch. Two 
holes are drilled in each end as in Figure 1. A high 
speed drill should not be used. Twenty-six gauge 
stainless steel wire is threaded through the upper 
two holes as a simple suture. It is not tightened un- 
til the other wire is in place. It was found that some 
degree of displacement of the posterior fragment re- 
curred if the lower wire was also used as a simple 
suture. Therefore, this wire is placed as a figure 8, 
with the crossed portion under the edge of the frag- 
ment not tending to become displaced. This prevents 
any postoperative shift. The wires are tightened with 
the fracture reduced. 


Fig. 1 (Gordon) 
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As it is believed that the least possible movement 
at a fracture line, particularly when foreign material 
is present, aids the development of solid union with a 
minimum of complication, intraoral fixation was used 
as well in 43 patients, pins and a Gunning splint in 1 
patient each, and no secondary fixation was used in 
the forty-sixth patient. 

If a tooth in the line of fracture was rather loose or 
fractured, or had a denuded root in the fracture line, 
it was extracted before the incision was made. If 
possible, an intraoral dental roentgenogram was tak- 
en, since the information obtained from it is of more 
value than that obtained from a large roentgeno- 
gram. 

Six of the 48 fractures were simple. Postoperative 
infection did not develop in any of these. There were 
10 postoperative infections in the remaining 42 com- 
pound fractures wired. Two of these were serious, re- 
sulting in osteomyelitis with sequestration in one 
case, and nonunion in the other. One of the other 
8 infections produced abscesses involving soft tissue 
only, which had to be drained but caused no further 
damage. 

Union occurred in the cases without infection in an 
average of 44 days. In cases with infection union oc- 
curred in an average of 54 days. 

In the 2 cases of condylar fracture, wiring was done 
in order to reduce the fracture and to maintain the 
position. It was thought by the author that the 
functional result obtained was no better than that 
obtained from the usual methods of treatment, so 
open reductions were abandoned in this type of 
fracture. 

It was thought from the experience obtained in 
these cases that the use of interosseous wiring in the 
treatment of fractures of the mandible was of value 
in maintaining edentulous fragments in anatomic 
position; in stabilizing a mandible when a portion 
was missing or when multiple fractures were present; 
and in maintaining accurate reduction of the central 
fragment when fractures were present in both mental 
regions; but it was of questionable value in the treat- 
ment of fractures of the condylar process. Interosse- 
ous wiring makes it possible to obtain and maintain 
a more accurate reduction of the fracture than that 
obtained by any other applicable method of therapy. 
This method should never be used when acute infec- 
tion is present, but its use is not contraindicated in 
compound fractures free of clinical signs and symp- 
toms of infection. Joun E. Karasrn, M.D. 


Intraosseous Tumors of the Maxilla. H. BLumMeEn- 
THAL and H. BRuNNER. Am. J. Orihodont., 1947, 
33° 815. 

The authors describe 2 intraosseous tumors of the 
maxilla, and state that tumors of this type are not 
of common occurrence. 

One patient, a 45 year old edentulous female, pre- 
sented a history of sudden attacks of pain in the right 
cheek which had been occurring for a period of 3 
years. The pain was associated with swelling and 
“black and blue” discoloration of the face. Physical 
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examination revealed a hard swelling of the right up - 
per alveolar ridge, extending toward the hard palate.’ 
X-ray films showed an osteoporosis of the alveolar 
ridge of the maxilla, and a tentative diagnosis of a 
localized osteitis fibrosa was made. Following biopsy, 
a diagnosis of adamantinoma was made. Radical 
operation consisted of complete removal of the alveo- 
lar process and the hard palate on the right side and 
complete excision of the tumor. The maxillary sinus 
was not involved. Microscopy established a final 
diagnosis of adenocarcinoma of mixed tumor type. 
There had been no recurrence 5 months after the 
operation. 

The second patient was a 16 year old white female 
who had experienced two attacks of swelling and 
tenderness of the left cheek and left upper jaw with- 
in the preceding year. During one of these attacks 
an incision was made to evacuate pus. Physical ex- 
amination showed swelling and tenderness of the left 
cheek and alveolar process of the mandible. Transil- 
lumination revealed a dark antrum on the left side 
and roentgenograms showed a densely opaque mass 
within the left maxillary sinus, containing several 
malformed dental structures. A tentative diagnosis 
of odontoma was made. 

At operation the anterior wall of the maxillary 
sinus was resected and the tumor was removed from 
the walls of the sinus. The antrum was drained 
through the nose and the resultant fistula healed 
within 3 weeks. Microscopy revealed a compound 
odontoma. X-rays taken 1 month after operation 
showed a mass within the antrum, which apparently 
was a broken off piece of the original tumor that had 
blended with the antral wall. The patient was symp- 
tom-free and roentgenograms taken 4 months later 
revealed the remnant of odontoma to be somewhat 
smaller. Ernest D. BLOOMENTHAL, M.D. 


NECK 


Syndrome of Avellis: A Review of the Literature 
and Report of a Case. Samvuet L. Fox and G. 
Brooxs West, Jr. Arch. Otolar., Chic., 1947, 46: 
773- 


Since Avellis, a German laryngologist, first pub- 
lished his series of 10 cases of a syndrome which has 
been given his name, in 1891, less than 30 cases have 
been reported in the available literature. 

The syndrome of Avellis comprises a hemiparaly- 
sis of the larynx and soft palate on the same side, 
and, according to Jackson and Jackson, “there may 
be loss of pain and temperature sense on the opposite 
side, including the extremities, trunk, and neck.” 
This complex syndrome frequently results from a 
pathologic condition at the jugular foramen, al- 
though in some of the cases reported it was supposed 
to be of bulbar origin. Since the vagus nerve is close- 
ly associated with its neighboring cranial nerves at 
this level, numerous combinations and modifications 
are possible and have been described. 

To appreciate the syndrome of Avellis fully, one 
should briefly review the anatomy: the vagus nerve 
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as it emerges from the jugular foramen is accom- 
‘panied by, and contained in, the same sheath of dura 
mater with the accessory nerve, and only a fibrous 
septum separates them from the glossopharyngeal 
nerve anteriorly. The accessory nerve, on making its 
exit from the jugular foramen, separates into a cra- 
nial and a spinal portion. The vagus nerve, after its 
exit from the jugular foramen, is joined by the crani- 
al portion of the accessory nerve and enlarges into a 
ganglioform swelling called the ganglion nodosum. 
Through this the fibers of the cranial portion of the 
accessory nerve pass without interruption and are 
distributed chiefly to the pharyngeal and superior 
laryngeal branches of the vagus nerve. Thus the 
pharyngeal branch of the vagus nerve consists prin- 
cipally of filaments of the cranial portion of the ac- 
cessory nerve. Its branches are joined by branches 
from the glossopharyngeal, sympathetic, and exter- 
nal laryngeal nerves to form the pharyngeal plexus. 

The plexus supplies the muscles of the pharynx and 
soft palate except the tensor veli palatini, which is 
innervated by a branch of the trigeminal nerve. 

The external branch of the superior laryngeal 
branch of the vagus nerve supplies the cricothyroid 
muscle and gives off branches to the pharyngeal 
plexus and to the inferior constrictor muscle of the 
pharynx. 

The lesions which may produce the syndrome can 
be classified etiologically as: vascular, inflammatory, 
neoplastic, traumatic, and toxic. 

One case is reported because of its apparently un- 
usual causation; i. e., it was secondary to acute mas- 
toiditis. There was complete recovery in this case. 

Some authors believe it is advisable to discard the 
term “syndrome of Avellis’’ and other similar terms 
in favor of terms indicative of the site of the lesion. 
On the basis of this suggestion, the case herein re- 
ported would be classified as the jugular foramen 
syndrome. Joun F. M.D. 


Propylthiouracil in the Treatment of Hyperthy- 
roidism. E. Perry McCuttacu, RAtpH E. Hiss, 
and RoBert W. SCHNEIDER. Am. J. M.Sc., 1947, 
214: 545. 

The authors believe prophylthiouracil to be a safe 
drug for the treatment of hyperthyroidism. No cases 
of agranulocytosis were seen in 218 patients treated 
for an average of 8 months, and in some instances as 
long as 14 months; 7 reactions required the cessation 
of treatment. The action of propylthiouracil is too 
slow in controlling acute crises in hyperthyroidism 
and also the hyperthyroidism of acromegaly; other- 
wise it is effective in controlling hyperthyroidism of 
all types. Three hundred milligrams per day were 
found to be an effective dose in more than 95 per 
cent of the authors’ 218 patients. A smaller dose 
was effective in many, and a larger dose was required 
in less than 4 per cent. 

Iodine therapy has been used concurrently with 
propylthiouracil, and the authors believe that it is 
definitely indicated as it takes care of some of the 
symptoms which propylthiouracil does not. 


A tentative plan is presented for the use of pro- 
pylthiouracil, with the patients having been graded 
into four classes. 

The first class includes those with small goiters 
and relatively mild hyperthyroidism. 

The second class includes young people with hy- 
perthyroidism of mild or moderate degree in which 
surgery is anticipated: thus, the iodine is used and 
acts more rapidly. Propylthiouracil may be used 
but it is unnecessary. 

The third class includes all patients with severe 
hyperthyroidism, all those over 45 years of age, and 
those with complicating factors, such as a poor car- 
diac status. For these propylthiouracil is used, and 
when the disease is controlled Lugol’s solution is ad- 
ministered. 

The fourth class includes patients in whom the 
hyperthyroidism is complicated by extreme old age, 
and cardiac or other complications. For these pro- 
pylthiouracil may be continued indefinitely. 

At the present time long continued use of pro- 
pylthiouracil appears warranted in some patients. 

RICHARD J. BENNETT, JR., M.D. 


Treatment of Graves’ Disease with Radioactive 
Iodine. Earte M. Cuapman. West. J. Surg., 1948, 
56: 47. 

The author describes the historical background of 
radioactive isotopes. Hertz, Roberts, Evans, and 
others established the physiologic facts for the ra- 
tional use of radioactive iodine as a single therapeutic . 
agent. 

The radioactive iodine used in this series was pre- 
pared by the nuclear bombardment of tellurium in 


TABLE I.—27 PATIENTS TREATED 
MAY, 1945—MAY, 1946 


Average dose by mouth.................... 32.6 MC. 
Average dose retained...................... 20.8 MC. 


MC—12 hour iodine 
Grams thyroid 
MC—12z hour iodine 

Grams thyroid 


estimated 0.81 MC. 


retained 0.48 MC. 


TABLE II.—41 PATIENTS RESPONDED TO RA- 
DIOACTIVE IODINE; 12 DEVELOPED HYPO- 
THYROIDISM 

3 Now taking thyroid 


6 B.M.R.—18 to —25 
3 B.M.R. gradually a to normal 


TABLE IlI.—45 PATIENTS TREATED WITH 
RADIOACTIVE IODINE 
33— Responded to 1 dose 


3—Responded to 2 doses 
5—Responded to 3 doses 


41—Responded 
4—Still toxic 
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the Massachusetts Institute of Technology cyclo- 
tron. The principal isotopes used were E™ with a 
half-life of 12 hours, and I! with a half-life of 8 
days. The 8 day iodine constituted about one-tenth 
of the total amount. Approximately 80 per cent of 
radioactive iodine is absorbed by the thyroid within 
a few hours after oral administration and most of 
that not absorbed is rapidly excreted by the kidneys. 

Fifty per cent of the total radiation dose from the 
12 hour iodine is delivered in the first 12 hours and 
go per cent within 36 hours. The tissue dose per 
hour is mainly due to the 12 hour isotope for the 
first 2.5 days; thereafter the 8 day isotope adds 
approximately 2 per cent each day to the total radia- 
tion previously delivered by the 12 hour isotope. 
The basal metabolism rate curves of the 23 patients 
who responded to a single dose show that the normal 
basal metabolic rate was reached on an average of 
33 days after treatment. 

From his experience in treating 45 patients with 
diffuse goiters and hyperthyroidism, the author be- 
lieves that radioactive iodine with a half-life of 12 
hours is an effective single therapeutic agent. The 
possible late toxic effects will have to be observed 
with the passage of time. Contraindications to its 
use now seem to be pregnancy beyond the first month 
and disease of the kidneys. 

Ernest D. BLOOMENTHAL, M.D. 


Two Cases of Tuberculosis of the Thyroid Gland 
(Due casi di tuberculosi della ghiandola tiroide). 
GrampaoLo Coccr. Arch. ital. chir., 1947, 69: 223. 


The author reports 2 cases of tuberculosis of the 
thyroid gland. The first patient had a cold abscess 
which had developed at the bottom of a thyroid 
adenoma and was secondary to a healed primary pul- 
monary lesion. Removal of the adenoma and the ab- 
scess resulted in a complete cure. In the description 
of the histologic picture, it was interesting to note the 
role of the tubercles situated between the follicies, 
and also the richness of the giant cells. 

The second patient had a massive caseous tuber- 
culosis of the thyroid gland, corresponding to Lenor- 
mant’s classification. This focus was secondary to an 
active focus in the tibia and the tarsus. Extirpation 
of the thyroid tumor followed by drainage resulted 
in a cure in 2 months. 

In both cases, Koch’s bacillus was identified by 
biological methods. ARTHUR F. Crpotta, M.D. 


Cancer of the Thyroid Gland. Anatomical Types, 
Evolution, and Results of Treatment in 35 Cases 
(CAncer de la glandula tiroides. Tipos anatémicos, 
evoluci6n y resultados alejados del tratamiento en 
treinta y cinco casos). ANTONIO Eciies and Enri- 
Que P. Viacava. Bol. Inst. clin. quir., B. Air., 1947, 
23: 24. 

From observations on 35 cases of cancer of the 
thyroid gland the authors hoped that some thera- 
peutic orientation could be adopted on the basis of 
an anatomicoclinical classification. The variability 
of the patients’ clinical physiognomy and the diver- 
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sity of the histomorphologic aspects attracted some 


attention. The disparity in the evolution, however, . 


was more significant. 

Correlation of the evolution of the disease with 
the different grades and types was accomplished 
by means of the strict histomorphologic methods 
adopted. Three anatomic types were recorded: (1) 
papillary adenocarcinoma (17 cases); (2) malignant 
adenoma (11 cases); and (3) anaplastic epithelioma 
(7 cases of this most malignant condition, which 
manifested itself in the multiple metastases found). 

There was no uniformity in the treatment of 
thyroid carcinoma. In the papillary adenocarcinoma 
the operation was in direct relation to the grade of 
the tumor encountered and the invasiveness of the 
process. In the malignant adenomas, the procedure 
was limited only by the progress of the neoplasm 
into the neighboring structures. The cases of 
anaplastic epithelioma were subjected to little 
definitive surgery because of the metastatic charac- 
ter of the disease. Block dissection of the tumor and 
radical resection of the neighboring glands were done 
in all cases in which this was possible and followed 
by irradiation therapy. StTepHEN A. ZreMAN, M.D. 


Modern Trends in Surgery of the Thyroid Gland. 
FrepDErIcK A. BotHe. Surg. Clin. N. America, 
1947, 27: 1364. 

The diagnosis and treatment of goiter, thyroidi- 
tis, and malignancy of the thyroid gland are con- 
sidered. All cases of goiter are studied preopera- 
tively and are considered from both the physical and 
laboratory standpoints. Both iodine and thiouracil 
are believed to be of value in the treatment of hyper- 
thyroidism. 

The author presents certain statistics on thioura- 
cil which show that its use in some cases has been 
disappointing; however, thiouracil has been found 
to be of definite value in the preoperative prepara- 
tion of patients with severe hyperthyroidism. 

Not infrequently, marked disturbances in cal- 
cium and phosphorus metabolism occur in hyper- 
thyroidism. Occasionally, this (roentgen) finding 
leads to the diagnosis of hyperthyroidism in cases of 
long duration with mild or obscure symptoms. Dis- 
turbances in carbohydrate metabolism occur in 
about 20 per cent of patients suffering from hyper- 
thyroidism. Of this number, only about 3 per cent 
have diabetes. When severe diabetes and hyperthy- 
roidism exist it is necessary, in about half the cases, 
to perform a thyroidectomy in two stages. In cases 
in which foci of infection exist, the operation needed 
to eradicate the infection should not be performed 
until from 4 to 6 months after the thyroidectomy. 
Some of these foci may precipitate severe hyperthy- 
roidism. 

Apathetic hyperthyroidism is discussed. In some 
patients, studies over a long period of time are ne- 
cessary before an accurate diagnosis can be made. 
These patients are poor surgical risks, and they re- 
quire careful, prolonged preoperative preparation, 
and operation in two stages. 
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Liver damage and diminished liver function in 
patients suffering from hyperthyroidism contribute 
greatly to the surgical risk and operative mortality 
of thyroidectomy. Studies of liver function are 
carried out on patients with severe hyperthyroidism 
or on those who are in crisis. The bromsulfalein and 
hippuric acid tests are used. These tests serve only 
as a guile in the treatment of this complication. 
Routine therapeutic measures which have proved to 
be of value are intravenous glucose with insulin, bile 
salts, liver concentrate, and glycine. 

The optimal time for operation seems to be when 
the basal metabolism falls to normal or near normal. 
The determination of blood iodine seems to be more 
satisfactory in estimating the degree of hyperthy- 
roidism. If the pulse rate remains below 100, hyper- 
thyroidism is usually well under control. If the pa- 
tient has lost 20 pounds or less he is ready for opera- 
tion when he has regained one-third or more of his 
weight loss. 

The addition of a well trained physician-anesthe- 
tist to the operative team has also been helpful in 
cutting down the mortality of thyroidectomy. 

There is approximately a 2 to 3 per cent recurrence 
of symptoms of all patients operated on for hyper- 
thyroidism. 

Hypothyroidism and hypoparathyroidism, and 
their treatment are discussed, as well as paralysis of 
the vocal cords due to injury to the recurrent laryn- 
geal nerves. 

Chronic thyroiditis in the form of Riedel’s struma 
and Hashimoto’s disease, is discussed. Riedel’s thy- 
roiditis occurs in either sex, usually in individuals 
under 40 years of age, while Hashimoto’s disease is 
most always found in women in the later decades of 
life. The entire thyroid gland is involved in Hashi- 
moto’s disease, while in Riedel’s struma the process 
is confined to one lobe in approximately 30 per cent 
of the cases. In Hashimoto’s disease, the process 
does not extend beyond the gland, whereas in 
Riedel’s struma it may break through and extend 
beyond the capsule. The hardness in Riedel’s stru- 
ma may be very easily mistaken for malignancy. If 
there is no evidence of malignancy in the microscopic 
diagnosis of either Riedel’s struma or Hashimoto’s 
type of thyroiditis, only one lobe should be removed. 
In this way hypothyroidism may be postponed. 

Acute thyroiditis is usually secondary to acute 
upper respiratory infection. Occasionally a localized 
abscess results, and this is treated by incision and 
drainage. 

Approximately go per cent of carcinomas of the 
thyroid gland develop in a pre-existing adenoma; 
thus all adenomas are suspected of being, or be- 
coming, carcinomatous. Radioactive iodine may be 
used in two ways—first, as a tracer to detect the 
presence of metastatic lesions by means of the Gei- 
ger counter, and second, to treat malignancy. It has 
been demonstrated that the radioactive iodine is 
picked up only by the metastatic lesion in which the 
tissues are carcinomatous. 

RICHARD J. BENNETT, JR., M.D. 


The Treatment of Lymph Node Metastases from 
Intraoral Carcinomas with Special Regard to 
the Indications for Total Neck Dissection. 
WeybDE. Acta radiol., Stockh., 1947, 28: 367. 


The author discusses the published reports of other 
authors with regard to the treatment of cervical 
lymph node metastases and presents, in detail, the 
results obtained in the treatment of 386 patients 
with histologically verified oral carcinoma at the 
Norwegian Radium Hospital during the 10 year pe- 
riod from 1932 to 1941 inclusive. 

Table I shows that 58 per cent of the lesions were 
in stage 1, 20 per cent were in stage 2, and about 22 
per cent were in stage 3. 

Broder’s method of classification has been adopted. 

Table 2 shows the number of patients in each 
group according to the histological examination. The 
borderline between these groups is not marked but, 
as will be seen from the table, the greater number of 
patients, (332 or 86 per cent) come into the groups 
of highly differentiated squamous cell carcinomas. 

The method of treatment was as follows: The 
primary lesion is treated with teleradium, from 1 to 
2 fields or more, according to the size of the tumor ~ 
and its situation. After a period of 6 to 8 weeks the 
lesion is re-examined and if any part of the tumor 
remains it is coagulated or intubated with radium 
needles, or both. Treatment of the regional lymph 
node areas commences at the same time that treat- 
ment of the primary tumor is instituted. Prophylac- 
tic neck dissection is not performed in stage 1 tumors, 
nor is prophylactic neck dissection performed right 
away in cases in which the lymph nodes are suspected 
of being cancerous (stage 2). If any part of the tumor 
still remains after a period of 8 weeks, total neck 


TABLE I. 
Total Stage 1 
Free part of the tongue 84 50 (65.5 per cent) 18 II 
Base of tongue 61 35 (57.4 per cent) 10 16 
Floor of mouth 55 24 (43.6 per cent) 9 22 
Ca. buccae 69 38 (55.0 per cent) 14 17 
Ca. gingivae 66 33 (50.0 per cent) 20 13 
Ca. palati 51 39 (76.5 per cent) 7 5 
Total 386 224 (58.0 per cent) 78 84 
TABLE II. 
Total I 2 3 4 
Free part of tongue 84 55 18 5 6 
Base of tongue 61 35 15 7 4 
Floor of mouth 55 34 II 7 3 
Ca. buccae 69 53 8 4 4 
Ca. gingivae 66 48 12 I 5 
Ca. palati 51 31 12 3 5 
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TABLE III.—TOTAL NUMBER OF CASES; PER CENT OF 3 AND 5 YEAR CURES. 
A . Ca. linguae Ca. linguae Cancer Cancer Cancer Cancer 
Primary lesion anterior 2/3 | posterior 1/3 sublingual buccae gingivae palati Total 

Observation period 3 yrs. | yrs. | 3 yrs. | S yrs. | 3 yrs. | S yrs. | 3 yrs. | S yrs. | 3 yrs. | S yrs. | 3 yrs. | S yrs. | 3 yrs. | yrs. 
Total number of cases 84 67 61 45 55 43 69 56 66 48 51 39 386 298 
Dead as result of other 

causes and without 

recurrence 

Indeterminate group 3 6 4 5 2 4 5 I I 7 7 21 28 
Total + Indeterminate 

Determinate group 81 61 57 40 53 65 51 65 47 44 32 365 270 
Dead as result of cancer 

Failures 54 45 42 30 40 45 36 57 4I 33 24 271 207 
Free from disease 3 yrs., 

or more 

Successful results 27 16 15 10 13 20 15 8 6 Ir 8 04 63 
Successful results/ 

Determinate group 27/81 | 16/61 | 15/37 | 10/40 | 13/53 | 8/39 | 20/65 | 15/51 | 8/65 | 6/47 | 11/44 | 8/32 
3 yrs. and 5 yrs. or more 

results 33-3% | 26.7% | 26.3% | 25% | 24.5% | 20.5% | 30.8% | 20.4% | 12.3% | 12.7% | 25% 25% | 25.8%| 23.4% 


dissection is performed. The indications for opera- 
tion on tumors in stage 3 are subject to greater in- 
dividual consideration. With increased experience, 
the tendency has been to decrease rather than in- 
crease the indications for neck dissection. 

The results obtained in the treatment of intraoral 
carcinomas during the 10 year period are shown in 
Table 3. Freedom from symptoms has been attained 
for 5 years in 26 per cent of all cases of carcinoma 
localized in the free part of the tongue. The main 
problem in the treatment of intraoral carcinoma is 
that of treating the primary tumor. Among 292 
patients with intraoral carcinoma, 263 died from the 
effects of the primary tumor; 21 died symptom-free, 
from intercurrent disease, and 8 died as a result of 
distant metastases without local recurrence. It is 
suggested that in a great majority of cases the pri- 
mary tumor is incurable with present methods of 
treatment. In 234 of 263 patients who died of cancer, 
the primary tumor was found to be a contributory 
cause of death. 

Only 29 patients died of regional lymph node me- 
tastases with the primary tumor symptom-free, or 
probably curable. 


A total of 224 patients without lymph node metas- 
tases were admitted to the hospital. Later, 18 of 
these patients had operable nodes and 30 had in- 
operable nodes. Inoperable lymph node metastases 
developed in less than 13 per cent of these patients. 
Nine of the patients might have benefited from pro- 
phylactic neck dissection. To prove, however, that 
prophylactic neck dissection was necessary in all 9 
cases, it would have been necessary to carry out the 
procedure in 224 patients. 

In the author’s opinion, prophylactic neck dissec- 
tion is not indicated in intraoral carcinoma (stage 1) 
but carcinoma of the tongue calls for special atten- 
tion. 

In stage 2, neck dissection would have had to be 
performed on 65 patients in order to obtain its pos- 
sible advantage in 5 recurrences. It is still the prog- 
nosis of the primary tumor which decides the fate of 
the patient. Prophylactic neck dissection is not in- 
dicated in stage 1 tumors. The author believes that 
something further must be done to reduce the mortal- 
ity from primary tumors. The results presented here 
are comparable to those obtained in similar series 
by other authors. RicHARD J. BENNETT, Jr., M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Cerebral Arteriography(Arteriografiacerebral). BAUDE- 
L10 VILLANUEVA. Analecta med., Méx., 1947, 8: 15. 


The author’s investigation is confined to arterio- 
graphy of the internal carotid artery and phlebogra- 
phy. Cerebral arteriography was introduced by 
Moniz in 1927. 

The common carotid artery was pierced after the 
usual preparation of the skin with tincture of iodine 
and preliminary administration of morphine and 
barbiturates. Pentothal sodium intravenous anes- 
thesia was used. The author employs a 17 gauge, 10 
cm. needle, connected with a manometer and a sy- 
ringe. An injection of several cubic centimeters of 
sodium citrate is followed by an injection of from 15 
to 20 c.c. of 35 per cent solution of Winthrop’s pre- 
paration nosyland. The author prefers this medium 
to thorotrast because the latter is not completely 
eliminated, being retained in the reticuloendothelial 
system, and is radioactive. The injection is made 
within 1 or 2 seconds at the most. The first roent- 
genogram is taken just before the injection is finished 
and two more pictures are taken in rapid succession; 
200 ma. and a 36 inch distance are used for taking 
the pictures. 

The main indications for cerebral arteriography 
are tumors, angiomatosis, aneurysms, arterioscle- 
rosis, and thrombosis. 

The author reports 6 cases in which cerebral ar- 
teriography was employed and proved useful in the 
diagnosis. Josepu K. Narat, M.D. 


The Treatment of Focal Epilepsy by Cortical Ex- 
cision. WILDER PENFIELD and Harry STEELMAN. 
Ann. Surg., 1947, 126: 740. 


Focal epileptic discharge can now be localized in 
all areas of the cerebral cortex. Excision of partially 
damaged convolutions adjacent to meningocerebral 
scars or in areas of brain atrophy has proved to be 
effective treatment. This is demonstrated in this re- 
view of the results of radical surgical therapy of 
atrophic epileptogenic lesions of the brain of those 
who were operated upon in the 6 year period from 
1939 to 1944. The time of follow-up varies from 1 
to 7 years. 

A total of 76 patients were operated on for epilepsy. 
Only 1 patient died as a result of the operation, his 
death being caused by an infected extradural hema- 
toma and meningitis. The case mortality was thus 
1.3 per cent, and the operative mortality 1.2 per cent. 
Cortical excision was performed in 59 of the 75 cases 
to - followed up, and craniotomy without excision 
in 16. 

A variety of lesions may give rise to cerebral seiz- 
ures, and brain lesions of many types are apt to pro- 
duce some local destruction of the nerve cells. After 
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such destruction, neuronal regeneration does not oc- 
cur in the central nervous system. However, unless 
all circulation to the part is destroyed, the neuroglia 
react in a positive way, producing gliosis. Destruc- 
tive processes are also associated with phagocytosis 
of myelin and other material. The end-result of 
these changes is gross atrophy of the involved con- 
volutions. 

The following pathological lesions are discussed: 
meningocerebral cicatrix, local cortical atrophy, lo- 
cal microgyria, expanding lesions, cysts, and other 
abnormalities. The histologic aspects of the epilep- 
togenic focus are presented. 

Patients who suffer from epileptic seizures can be 
studied by means of a simple classification: 

1. Idiopathic epilepsy. In this class the electro- 
encephalogram shows a bilateral disturbance in brain 
potentials of characteristic form. The seizure be- 
gins with loss of consciousness, and when small is of 
the type recognizable as ‘“‘absence” or “petit mal.” 
There is often an epileptic tendency in the families 
of such patients. For idiopathic epilepsy there is no 
effective surgical therapy. 

2. Cerebral seizures. When the attacks are not 
clearly of the above type, the cause should be sought 
and the pattern of attack studied. If the cause 
proves to be due to hypoglycemia, a degenerative 
condition of the brain, or systemic disease, surgical 
therapy is likewise not indicated, and the diagnosis 
is expressed, for example, as cerebral seizures, caused 
by hypoglycemia. 

3. Focal cerebral seizures. When the beginning of 
the seizures is clearly identified and if the cause is 
obviously not hereditary, metabolic, degenerative, 
or neoplastic, then the diagnosis of focal cerebral 
seizures may be made. If conservative treatment 
does not control the attacks, then surgery may be 
given due consideration. In most cases the patient 
should be hospitalized for study so that the suitable 
cases may be selected. 

Evaluation of the focal epileptic is also dependent 
upon the nature of the attack pattern, roentgenog- 
raphy, pneumoencephalography, and electroenceph- 
alography. 

A discussion of the operative procedure and ex- 
cision technique is given and several excellent photo- 
graphs illustrating the technical features are pre- 
sented. 

Of the 59 patients who had excision, 15 had no 
further attacks from 1 to 7 years after operation, 
while 18 had 1 or 2 seizures but considered them- 
selves cured or practically so; therefore 56 per cent 
of the patients had a successful operation. Sixteen 
similar craniotomies were carried out without ex- 
cision and none of these was successful. It therefore 
seems logical to conclude that epileptic seizures due 
to cerebral abnormality are not helped by crani- 
otomy unless radical excision is carried out. Removal 
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of adhesions, decompression, or closure of cranial 
defects has no effect upon the attacks unless the 
proper excision is carried out. The elements of suc- 
cess or failure in the excision series are to be sought 
in an analysis of the nature of the lesion, the methods 
of study, and the technique of removal. 

The cause of the original lesion in this series was 
most often head injury; birth injury and local infec- 
tion were the second and third most frequent causes. 
The cause was unknown in 12 per cent of the cases 
which were subjected to excision and in 62 per cent of 
those in which the results of explorations were nega- 
tive. The duration of attacks before operation had 
little or no influence on the outcome. 

It is interesting that when the cause was head in- 
jury or infection, the onset of seizures was early. The 
beginning of attacks in these cases came within 5 
years in 4 of 5 cases. On the other hand, when the 
cause was birth injury, the onset of seizures was 
longer delayed. The beginning of attacks came after 
the age of 5 in 4 of 5 cases. It would seem, therefore, 
that during infancy and early childhood a damaged 
brain is usually slower to develop the epileptogenic 
mechanism than later in life. 

Birth injuries gave the best results from excision 
(76 per cent); infectious processes came next with 
success in 56 per cent, and head injuries third with 
success in 51 per cent. Excision is equally effective 
when applied to meningocerebral scars or to simple 
cerebral foci. Removals in the frontal pole were most 
suceessful (73 per cent), and those in the central (or 
sensorimotor) cortex came next (67 per cent). 

When attacks recur after operation and after the 
patient leaves the hospital, the earlier they appear 
the more gloomy is the prognosis of eventual re- 
covery. When attacks occur in the convalescent 
period while the patient is still in the hospital, the 
prognosis of a good result is extremely poor if the 
pattern of onset is the same as before operation. At- 
tacks that indicate a neighboring gyrus is subject to 
edema or anoxemia will have a different pattern and 
may produce less pessimism. If the pattern is the 
same as preoperatively, an immediate second opera- 
tion should be considered. Six patients were thus 
subjected to a second excision, and 3 of them were 
placed in the group with successful results. 

As a result of this present analysis the authors 
conclude that the persistence of a “spike” electro- 
graphic focus after operation or the appearance of 
marked “delta” electrographic activity near the site 
of removal should cause the surgeon to consider re- 
operation. 

In preoperative studies, the simpler the electro- 
graphic record is and the better it is localized, the 
better the prognosis of a successful excision. The 
more diffuse the electrographic abnormality, the less 
hopeful is the prognosis. It must be added, however, 
that a well localized, simple electroencephalogram, 
not supported by pneumographic or other evidence 
of a lesion, has sometimes led to a useless exploration, 
i.e., a craniotomy without excision. Excision guided 
solely by an electrographic abnormality seems to be 
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a procedure of doubtful value. The uses of electro- 
encephalography during operation (electrocorticog- . 
raphy) are still being studied and will be reported 
upon at a later time. 

In conclusion, the surest guide to localization of 
an epileptogenic zone is the seizure pattern. The 
greatest supplementary help a surgeon car receive is 
electrographic study by an expert, and this special 
method of study has opened a new chapter in the 
treatment of focal epilepsy. However, the electro- 
gram without objective change in the cortex and 
without the other means of study is not yet to be 
trusted as the final guide to excision. 

Radical excision seems to offer a reasonable pos- 
sibility of cure (56 per cent) to those who have corti- 
cal foci of discharge and whose attacks are not con- 
trolled by medication. All patients operated upon 
within a given period have been included in this re- 
port, so that the elements of success and failure may 
become apparent, and thus prepare the way for fu- 
ture advance. Howarp H. Lanper, M.D. 


Some Views on the Glioblastomas according to 
Scherer (Quelques considérations sur les glioblas- 
tomes multiformes au sens de Scherer). J. DE 
Busscuer. Bruxelles méd., 1947, 27: 2211. 


The author gives a brief summary of the views of 
the late H. J. Scherer on gliomatous tumors of the 
brain. He agrees with the report given by Bailey and 
Cushing on those which arise from below the tentori- 
um, but takes exception to their views concerning the 
supratentorial gliomas. The supratentorial astrocy- 
toma is believed to be of quite a different nature from 
the so-called astrocytoma of the subtentorial region; 
it is diffuse and inclined to malignant deterioration 
into what he calls a secondary glioblastoma. Scherer 
attempted to isolate four groups of cerebral astrocy- 
tomas: (a) anterior subcallosal, (b) posterior sub- 
callosal, (c) supracallosal, and (d) callosal; this classi- 
fication is based entirely on their location. The 
author denies the existence of an astroblastoma and 
considers that the oligodendroglioma and polar 
spongioblastoma are not anatomoclinical entities. 
He has little quarrel with the analysis of the pineal 
tumors made by Bailey and Cushing. The papillo- 
mas of the choroid plexus are included in the 
ependymomas. As to the vast group of glioblastomas 
(primary), constituting 50 per cent of the gliomas, he 
had been unable to analyze these successfully and 
was still studying them at the time of his death. 
There is much less difference between the views of 
Scherer and of Bailey than the tone of the article 
would lead one to suppose. De Busscher admits that 
Scherer’s classification cannot pretend to embrace 
the complexity of the facts any more successfully 
than the scheme of Bailey, and pays tribute to the 
merits of the latter. 

The last half of the article is devoted to a logically 
unrelated discussion of the clinical differential diag- 
nosis of glioblastomas. 

The reader would do well to consult the original 
Volume I of de Busscher and Scherer (Brussels, 1942), 
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in which Scherer developed his views systematically. 
It is unfortunate that he did not live to complete the 
other volumes of the intended trilogy, although per- 
haps not too much is lost. Scherer seems to have 
delivered his principal message in the first volume. 
The second volume was to deal with the tumors of 
the subtentorial region, and the analysis of these 
tumors made by Bailey and Cushing, according to 
de Busscher, is valid except for some correction of 
detail. The third volume was to deal with the pri- 
mary glioblastomas, concerning which Scherer had 
been unable to clarify his ideas. 
ApRIEN VER BRUGGHEN, M.D. 


The Role of Pinealomas in the Causation of Dia- 
betes Insipidus. GirrertT Horrax. Ann. Surg., 
1947, 126: 725. 

In this article the author discusses the role of pine- 
alomas in the causation of diabetes insipidus. The 
occurrence of diabetes insipidus in some patients with 
pituitary tumors or other lesions in the immediate 
suprasellar or chiasmal region has been understood 
since the original investigations on the antidiuretic 
effect of the secretion of the posterior lobe of the hy- 
pophysis by von den Velden and on the causation of 
polyuria following lesions of the hypothalamus by 
Camus and Roussy. On the other hand, the occasion- 
al report of marked polydipsia and polyuria in pa- 
tients with tumors arising from the pineal body and 
apparently confined to this area, which is so‘far re- 
moved from the supposed source of diabetes insipi- 
dus, was until recent years inexplainable. 

As to the actual intracranial area responsible for 
polydipsia and polyuria, there were until very recent- 
ly three theories, namely, that it was caused (1) by 
a lesion of the posterior lobe of the pituitary gland; 
(2) by an injury to the hypothalamus, especially the 
tuber cinerea; and (3) by interruption of a tract of 
demonstrated nerve fibers running from the hypo- 
thalamus through the pituitary stalk to the posterior 
lobe of the gland, the so-called supraopticohypophy- 
seal tract. 

According to Jones, it has been shown that there 
exists a hypothalamohypophyseal system, with an 
included supraopticohypophyseal tract, which oper- 
ates as a functional unit, and that injury to any part 
of this system causes diabetes insipidus. Since secre- 
tion of the antidiuretic principle by the pars nervosa 
(of the pituitary) is dependent on innervation 
through this tract, the supraopticohypophyseal tract 
is a functional unit and injury anywhere along this 
tract may result in diabetes insipidus. 

The diagnosis of a pinealoma or a tumor arising 
from the pineal body has been made in 17 instances 
in the author’s brain tumor series during the past 14 
years. In 12 of the patients the tumor was verified 
histologically either at operation or at autopsy. 
In the 5 other patients histologic verification has not 
as yet been possible, but in these cases localizing 
neurological signs combined with the visible ventri- 
culographic evidence of a tumor projecting into the 
posterior portion of the third ventricle from the 
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pineal region has certified the diagnosis beyond any 
reasonable doubt. 

Of the total 17 patients, 5 have shown well marked 
diabetes insipidus. Two of these patients were in 
the group with histologically verified tumors, the 
lesion in the other 3 having been demonstrated by 
ventriculography. In 1 patient with histologic veri- 
fication at autopsy the tumor from the pineal region 
was shown to have extended through the floor of the 
third ventricle to involve the hypothalamus and pit- 
uitary body, which explained the presence of the 
polyuria. The other patient whose lesion was verified 
microscopically, had a so-called “ectopic” pinealoma 
in the area above the sella turcica without clinical or 
other evidence of a growth in the pineal region. The 
diabetes insipidus in this patient was, of course, 
easily explainable, as in other tumors situated in the 
neighborhood of the pituitary stalk and contiguous 
structures. The tumor was removed at operation 
and the patient’s polyuria has been greatly decreased. 

The 3 patients whose tumors were demonstrated 
by ventriculography have all had roentgen therapy 
directed at the pineal region. In 1 of these patients 
there has been a significant reduction of the fluid in- 
take and output, and excellent control of the residual 
situation is maintained by the use of extremely small 
amounts of pitressin powder snufied up the nose. 
This improvement may be due to the fact that the 
area covered by the roentgen treatment included a 
portion of the anterior third ventricle and hypothal- 
amic region. The 2 other patients still show a rather 
marked polyuria, but both have accustomed them- 
selves to their difficulty. One of them has received 
further courses of roentgen therapy directed both 
toward his pineal and suprasellar areas with no ap- 
preciable change in his intake and output. Their gen- 
eral condition has remained excellent for from 6% to 
14 years following roentgen therapy. The diabetes 
insipidus has been considerably relieved in 1, and 
probably in 2 of these patients. It is possible that the 
water imbalance may persist because partial inter- 
ruption of the nerve tract from the hypothalamus to 
the pituitary is permanent even though the tumor 
cells originally causing this interruption have been 
destroyed by the roentgen rays. 

The 5 case histories and a discussion of each are 
reported in detail. Howarp H. Lanver, M.D. 


SPINAL CORD AND ITS COVERINGS 


Streptomycin in the Treatment of Meningitis: 
Report of 27 Cases Treated at the Boston City 
Hospital. Tom Fire Parne, Roperick Murray, 
ALBERT O. SEELER, and MAXWELL FINLAND. Ann. 
Int. M., 1947, 27: 494. 


Haemophilus influenzae is the most frequent of 
the gram negative bacilli to cause meningitis and it 
usually strikes its victims in the first 2 years of life. 
Of the two types of this organism, the smooth en- 
capsulated form is much more important than the 
rough nonencapsulated one. Of 100 patients re- 
ported (by the National Research Council) as hav- 
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ing been given streptomycin, 17 died. Five of the 
patients developed a streptomycin resistant strain of 
Haemophilus influenzae while receiving the drug. 

Other gram negative organisms which are impli- 
cated in meningitis are the Bacillus coli, Alcaligenes 
faecalis, Aerobacter aerogenes, Klebsiella pneu- 
moniae, Pasteurella tularensis, Proteus morgani, 
Proteus vulgaris, and Pseudomonas aeruginosa. 
Streptomycin has been shown to be active in vitro 
against most of these bacilli and it is effective in 
experimental infections of animals against some of 
them. Systemic infections with Brucella and Salmo- 
nella have not responded favorably to streptomycin. 

Thirty-two patients with tuberculous menin- 
gitis have been treated with streptomycin. Thirteen 
were still alive at the time of the report, but there 
was a high incidence of neurologic damage. 

At the Boston City Hospital, Boston, Massa- 
chusetts, 27 patients with meningitis were treated 
with streptomycin. Of 16 who had Haemophilus 
influenzae meningitis, 1 died. Eight had a menin- 
gitis due to another gram negative organism and of 
these, 2 died. Three had tuberculous meningitis and 
1 of these died. 

Untoward reactions attributed to streptomycin 
therapy were a secondary febrile episode, increase in 
protein unassociated with an increase in cells, and a 
macular erythematous rash. 

The authors recommend that the drug be adminis- 
tered both intramuscularly and _intrathecally. 
Adults should receive 1 gm. every 6 hours through 
the intramuscular route and 50 mgm. daily intra- 
thecally. Children should be given 25 mgm. per 
pound daily through the intramuscular route and 
from 10 to 50 mgm. daily intrathecally. Sulfadiazine 
and penicillin may be given in addition to streptomy- 
cin if there is an organism which is sensitive to them. 

Dantet Ruce, M.D. 


PERIPHERAL NERVES 


Regeneration in the Ulnar, Median, and Radial 
Nerves. Epwarp HAMLIN, Jr., and ARTHUR L. 
Watkins. Surg. Clin. N. America, 1947, 27: 1052. 


The authors point out the still present fact that 
surgeons lack a common measurement of what con- 
stitutes a satisfactory return of function after injury 
to a peripheral nerve. In their own group of 242 
cases, of which 171 were followed long enough to 
determine with considerable accuracy the end-result, 
they considered the result “good” only if, as in the 
case of either the median or ulnar nerve, there was 
complete sensory regeneration and sufficient motor 
regeneration to obviate gross impairment of function. 
If the radial or peroneal nerves were in question, a 
return of motor function was all that was required 
for such classification. 

They did not observe 100 per cent sensorv regen- 
eration following the transection of any nerve, yet, 
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of the 171 cases, 85 per cent were considered to have 
had a “good’’ result. ; 

The greatest number of injuries were to the ulnar 
nerve, predominately at the wrist. In 7 instances 
gross sepsis took place following surgery, but in 
these patients good regeneration took place, so that 
the authors feel that sepsis played no part in the poor 
results, wherever poor results occurred. They did 
not believe that the age of the patient nor the time 
interval between date of injury and suture were of 
any importance in the final result. 

In an attempt to determine the rate of growth 
downward in the ulnar nerve, they found the figure 
to be 1.2 mm. per day as an average in 17 patients 
with ulnar lesions, with extreme ranges between 3.6 
and .58 mm. a day. The same general results were 
obtained in the patients with median nerve injuries, 
though clinical recovery was probably not so good as 
in the patients with ulnar lesions, and the rate of 
growth in the median nerve was somewhat slower 
than in the ulnar nerve. The poorest results were 
obtained in their 36 patients with radial nerve in- 
juries, probably because in this group there were 
several patients with extensive loss of nerve sub- 
stance. 

So far as technique is concerned, they do not de- 
part from the usual standards of careful end-to-end 
suture with fine suture material through the epi- 
neurium after careful trimming of the exposed nerve 
ends. They place the extremity in a cast for 3 weeks 
after surgery, following which physical therapy is 
begun. The use of tantalum foil, nerve grafts, and 
the suturing of neuromas with nerve stretching have 
all failed or have been abandoned by the authors. 

A good discussion of electrodiagnostic methods is 
presented. Joun Marti, M.D. 


MISCELLANEOUS 


The Carotid Sinus Syndrome; Its Surgical Treat- 
ment. RicHarp B. and L. WELCH. 
Surgery, 1947, 22: 59. 


Review of the literature on the carotid sinus 
syndrome suggests a classification under three head- 
ings, according to the efferent pathways over which 
the impulse travels: (1) vagal, characterized by 
bradycardia, asystole, cardiac arrhythmia, and hy- 
potension; (2) depressor, manifested by vasodila- 
tion and fall in the blood pressure; and (3) cerebral 
with sudden unconsciousness, unaccompanied by 
fall in the blood pressure or alteration in the pulse 
rate. 

Three cases of carotid sinus sensitivity are re- 
ported in which surgical denervation was performed 
by stripping the common, internal, and external 
carotid sinus “nerves,” and removing the inter- 
carotid tissue. Relief of syncope was obtained by 
this means in each instance. 

EpitH B. Farnswortn, M.D. 


SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


Two Unusual Tumors of the Sternum. Tuomas J. 
KINSELLA, MARX WHiTeE, and R. W. Koucky. 
J. Thorac. Surg., 1947, 16: 640. 


Reports of 2 unusual sternal tumors, a benign gi- 
ant cell tumor and an apparently solitary plasma cell 
myeloma, are presented, and the surgical treatment 
is outlined. The available literature on benign, ma- 
lignant, and metastatic tumors, and on some of the 
inflammatory lesions of the sternum is reviewed and 
tabulated. Joun J. Maroney, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Three Cases of Bronchial Hamartoma, One Being 
an Endobronchial Polyp (Tres nuevas observa- 
ciones de hamarcioma bronquial, uno de ellos poliposo 
endobronquial). O. A. Iroiz, R. I. Latrenpa, and 
A. J. Murray. Rev. As. méd. argent., 1947, 61: 614. 


This report gives brief data on 3 cases of hamar- 
toma of the lung which were found at autopsy, 
having been asymptomatic during life. 

Two of the hamartomas were peripheral in the 
parenchyma of the lung, being located in the lower 
lobe. The third was found to be almost completely 
obstructing a secondary segmental bronchus in the 
left upper lobe. It was pedunculated and believed 
to arise from bronchial cartilage. 

All of the hamartomas contained a variety of 
histologic components, including hyalin cartilage, 
smooth muscle, fat, and elastic fibers. Two of them 
contained epithelial elements, and the pedunculated 
one contained bone and bone marrow. They were 
considered of benign appearance. 

Hiram T. Lancston, M.D. 


Recent Advances in Pulmonary Surgery. CHARLES 
PuILAMORE BAILEY, FRANK TROPEA, JR., and Lavu- 
RENCE H. RUBENSTEIN. Surg. Clin. N. America, 
1947, 27: 1373- 

Numerous advances in the management of patients 
with chest injuries were made during the last war. 

In the treatment of hemothorax, it has been defi- 
nitely established that early and repeated aspiration, 
without air replacement, favors rapid re-expansion 
of the lung and reduces the incidence of complica- 
tions. No limit should be placed on the amount of 
blood removed at each aspiration, as much as possi- 
ble being removed. In the treatment of complicat- 
ing constrictive pleuritis and suppurative constric- 
tive pleuritis, decortication is an important proce- 
dure. Early thoracotomy, with complete evacuation 
of the pleural space, removal of fibrinous membrane 
from the lung surface, complete re-expansion with 
positive pressure anesthesia, and the use of closed 
suction drainage offers the only possible cure, with- 
out multiple operations and protracted convales- 


cence. The use of penicillin parenterally and intra- 
pleurally is an important factor in the brilliant re- 
sults obtained with this procedure. 

In bronchiectasis, with well established anatomical 
changes and associated persistent infection, there is 
no chance of cure by conservative measures. Surgi- 
cal removal of the affected bronchopulmonary seg- 
ments is the only logical and curative therapy. 

The treatment of lung abscess is carried out in 
three phases: (1) prevention, (2) treatment of the 
acute uncomplicated abscess, and (3) treatment of 
complicated and chronic lung abscess. Prevention 
includes all measures which forestall bronchial as- 
piration, which is the important cause of lung ab- 
scess. It also comprises treatment during the stage 
of atelectasis and pneumonitis, in an attempt to 
avoid tissue breakdown and cavity formation. 
Bronchoscopy, postural drainage, and antibiotics 
and sulfonamides have their greatest value in this 
stage. In acute uncomplicated abscess (less than 2 
months old and consisting of a single cavity) bronchos- 
copy, postural drainage, and antibiotics may be of 
value. Should no improvement occur, rib resection 
and cavernostomy should be performed promptly. 
In the establishment of surgical drainage, the ab- 
scess should be localized and should be entered with- 
out traversing of the free pleural space. Drainage 
should be established through the area of adherence 
of the lung and chest wall. In complicated and 
chronic abscesses more than 2 months old, with 
multiple cavities, atelectasis of the involved region, 
and residual pneumonitis, pulmonary resection offers 
the best means of cure. Transfusions, antibiotics, 
and conservative drainage are of great value in the 
preoperative preparation of the patients. 

In addition to the general conservative treatment 
of pulmonary tuberculosis, the surgical methods em- 
ployed are collapse therapy, drainage, and excision. 
Artificial pneumothorax is the most commonly used 
collapse measure. However, maintenance of an in- 
effective pneumothorax (one which does not close 
cavities) beyond a trial period of from 6 to 8 weeks 
is a questionable practice, unless adjuvant measures, 
such as open pneumolysis, phrenic paralysis, and 
pneumoperitoneum, are used. Advanced endobron- 
chial tuberculosis of the major bronchi is a contrain- 
dication to artificial pneumothorax, as the partially 
obstructed bronchus may become completely ob- 
structed after pneumothorax collapse. In the case of 
tension cavities, pneumothorax often results in an 
enlargement of the cavity. 

With the increasing safety of resection, thoraco- 
plasty will probably be used more and more for 
early thin-walled cavities of the upper lobe. The 
effectiveness of phrenic nerve operations is difficult 
to evaluate. 

Drainage operations (open cavernostomy and closed 
catheter drainage) are occasionally performed. Cav- 
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ernostomy has been repeatedly tried and discarded. 
It is sometimes done as a preliminary operation to 
thoracoplasty, when the patient has a tension cavity 
or a very large cavity which may resist simple 
thoracoplastic collapse. Monaldi’s closed cavitary 
drainage is used sometimes in the treatment of very 
large and tension cavities and as an adjuvant to 
thoracoplasty in these types of cases. 

The most classical indication for resection in pul- 
monary tuberculosis is severe bronchial stenosis with 
retention of secretions distal to it. Other indications 
are tuberculoma, check valve or tension cavities, 
very large cavities, hilar cavities, lower lobe cavities 
in which pneumothorax is ineffective, bronchiectasis 
residual to tuberculous infection with persistent posi- 
tive sputum, cavities which have resisted anatomical- 
ly adequate collapse therapy (usually thoracoplasty), 
bronchopleural fistula with mixed tuberculous em- 
pyema, and a destroyed lung. 

The contraindications to operation in broncho- 
genic carcinoma are metastases to distant parts or to 
a nearby part which cannot be resected. Marked 
distension of the neck veins, indicative of serious 
superior vena cava obstruction, and the presence of 
a very copious purulent expectoration in cases which 
are likely to be inoperable from other evidence, are 
almost contraindications to even a simple explora- 
tion. 

Whenever feasible, pneumonectomy is the opera- 
tion of choice for bronchogenic carcinoma. When it 
is impossible to obtain a cure because of intrathoracic 
extension, and yet it is possible to remove the pri- 
mary lesion by lobectomy or pneumonectomy, pal- 
liative resection is a valuable measure. Surely, the 
removal of an obstructed, suppurating lung along 
with the primary lesion cannot but improve the pa- 
tient’s general condition. Following pneumonectomy, 
thoracoplasty is done when the patient appears to 
have been cured, and when he is vigorous enough to 
tolerate the procedure without risk. 

SAMUEL Kaun, M.D. 


HEART AND PERICARDIUM 


Physiological Studies in Congenital Heart Disease. 
Measurements of the Circulation in 5 Selected 
Cases. L. D. VAnpaM, R. J. Brn, and F. D. Gray, 
Jr. Bull. Johns Hopkins Hosp., 1947, 81: 192. 


The authors chose 5 selected cases to illustrate the 
diagnostic value of physiological studies when ap- 
plied to a variety of clinical problems dealing with 
congenital heart disease. The preceding articles of 
this series have been concerned with procedures 
employed and studies of circulatory measurements 
of the tetralogy of Fallot and of Eisenmenger’s com- 
plex. Most of the data were obtained by applying 
the Fick principle. Blood gas values substituted in 
the Fick equation were obtained by catheterization 
of the heart chambers and great vessels, by arterial 
puncture, and by analysis of the respiratory gases. 

At postmortem examination the first patient 
showed a heart which functioned as though it had 
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a single auricle, because of a patent foramen ovale 
and a 3 cm. auricular septal defect. The left ven- 
tricle gave rise to the pulmonary artery and most of 
the aorta since it straddled a 4 cm. defect in the 
interventricular septum. The blood flows from the 
pulmonary capillaries and pulmonary artery were 
reduced to 1,480 and 1,200 c.c. respectively, and of 
these amounts slightly more than half was venous 
blood; the predominating direction of the intracar- 
diac shunt was right to left and the peripheral blood 
oxygen saturation was 69 per cent. The oxygen con- 
tent of the blood from the ventricles corresponded 
closely to that of the peripheral blood, which sug- 
gested a single ventricular compartment. 

The second patient presented the tetrology of 
Fallot. The pulmonary capillary blood flow was 
reduced to 2,390 c.c. The right ventricular blood 
was found to be 3.6 volumes per cent higher in oxy- 
gen content than the blood from the auricle. The 
pulmonary artery and effective pulmonary blood 
flows were 1,590 c.c. and 1,035 c.c. respectively. The 
collateral blood flow to the lungs was 800 c.c. and the 
intracardiac shunt directed from right to left was 260 
c.c. The systemic blood flow was 1,850 c.c. 

The third patient had a large patent ductus. The 
data accumulated before operation indicated a left 
to right extracardiac shunt. However, there was 
some indication of right to left shunting in the results 
obtained with peripheral oxygen saturation tests. 

The fourth patient had a patent foramen ovale and 
stenosis of the pulmonary valve. Results of cathe- 
terization and exercise tests showed evidence of a 
reduction in the pulmonary artery blood flow, a 
reduction in the effective blood flow to the lungs, 
and the probable presence of an intracardiac shunt. 
Elevated intraventricular pressure on the right side 
and a reduction in pulmonary artery pressure indi- 
cated pulmonary stenosis. 

The fifth patient had a very small pulmonary 
artery with a large collateral circulation to the lungs. 
In spite of fluoroscopic findings of a prominent pul- 
monary conus, increased lung markings, and pulsa- 
tions in the lung fields, a diagnosis of pulmonic 
stenosis could be made following performance of 
exercise tests and catheterization of the right ven- 
tricle. W. Foster Montcomery, M.D. 


Wounds of the Heart; 9 Cases (Ferimentos do coragao; 
comentarios sObre 9 casos). R. FERREIRA SANTOS, 
A. Dino pe Atmerpa, and F. C. Sitva TELLEs. 
Rev. hosp. clin., 1947, 2: 195. 


The authors review their experience derived from 
managing 9 cases of cardiac wounds seen in a 3 year 
period at the Servicgo de Pronto Socorro do Hospital 
das Clinicas da Faculdade de Medicina da Uni- 
versidade de Sao Paulo, Brazil. 

The symptomatology and clinical picture are re- 
viewed in some detail, with emphasis on the two 
principal types of wounds: (1) that produced by 
cardiac tomponade, and (2) that produced by hemor- 
rhage (hemothorax or external bleeding). An injury 
occurring within the danger zone of Ziedler (a quadri- 
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lateral space between the right parasternal and left 
anterior axillary lines and the angle of Louis above 
to the level of the tenth rib below) should be care- 
fully watched for evidence of cardiac involvement. 

The authors favor surgical intervention instead of 
more conservative management because of the de- 
layed complications which occur in apparently con- 
trolled cases. The operative approach they used 
was either a median sternum-splitting incision or a 
thoracotomy at the left fifth intercostal space. 

There were 5 deaths among the g cases. Seven 
patients were operated upon with 3 deaths. The 9 
case histories are given in fairly ample detail. 

Numerous diagrams, photographs, and semidia- 
phragmatic charts illustrate the text. Thirty-six 
bibliographical references are appended. 

Hiram T. Lancston, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Esophageal Varices. HrErman J. Moerscu. J. Am. 

M. Ass., 1947, 135: 754- 

The results of treatment in 22 cases of esophageal 
varices in which gastrointestinal hemorrhages oc- 
curred are reported; in these cases the patients were 
treated by the injection of a sclerosing solution into 
the varices through the esophagoscope. At the time 
the study was made, 12 of the patients had had no 
further bleeding after treatment; all 12 had gone 
longer than 3 years without bleeding, and 8 had gone 
more than 4 years without bleeding. 

Patients in whom satisfactory results were not ob- 
tained by injection of a sclerosing solution invariably 
were found to have varices in the cardiac end of the 
stomach as well as in the esophagus, which was not 
true in the successfully treated cases. 

Roentgenologic examination is of great value in 
the diagnosis of esophageal varices, but is not infal- 
lible. In doubtful cases esophagoscopy should be 
employed. 

In cases of varices in which the cardiac end of the 
stomach as well as the esophagus is involved, some 
form of treatment other than that of injection of a 
sclerosing solution, such as portal caval anastomo- 
sis or resection of the cardiac end of the stomach and 
lower end of the esophagus, should be considered; 
the authors thought that such an alternate form of 
treatment eventually may even become the proce- 
dure of choice in uncomplicated cases of esophageal 
varices. 


Clinical and Radiologic Features of Lymphatic 
Metastases in Carcinoma of the Thoracic 
Esophagus (Estudio clinico y radiologico sobre las 
adenopatias neoplasicas del cancer del esofago tora- 
cico). J. Horacio Resano. Bol. Soc. cir. Uruguay, 
1947, 18: Ior. 


Radical surgery for cancer has two objectives: ex- 
tirpation of the tumor and removal of its metastatic 
field. In the case of cancer of the esophagus, the ac- 
complishment of these objectives is difficult because 
of two anatomical characteristics of this organ: (1) a 
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Fig. 1. (Resano) Metastatic field of esophageal carcino- 
ma which was found to be involved most frequently: (1) 
the jugular chain, (2) the node situated at the origin of the 
right subclavian artery, (3) the right paratracheal node, (4) 
the subcorynal or tracheobronchial node, (5) the right pos- 
terior hilar node, (6) the paraesophageal node (Vesalius), 
(7) the nodes along the cardia, and (8) the nodes of the left 
gastric group. 


poor supply of blood, and (2) a rich lymphatic bed. 
The latter circumstance permits a varied and com- 
plicated metastatic pattern because metastases do 
not necessarily occur in segmental fashion but may 
occur first at some rather distant point. The dem- 
onstration in patients of the presence of metastatic 
involvement can be undertaken by three means: clin- 
ical examination, radiologic examination, and direct 
examination at surgery. 

The physical examination is of practical value on- 
ly for metastatic involvement occurring in groups of 
nodes accessible to palpation, such as the supraclav- 
icular, carotid, or axillary, and presupposes, of course, 
gross enlargement of the nodes. As a general rule, a 
cancer of the esophagus (except in the cervical and 
cervicothoracic portions) which is accompanied by 
palpable metastatic lymph adenopathy is exception- 
al and usually signifies a very advanced stage of the 
disease. Among some 500 cases of carcinoma of the 
esophagus, there were only 8 which presented palpa- 
ble lymph adenopathy. 

The search for metastatic lymph adenopathy lo- 
cated intrathoracically was done by means of roent- 
genography, but it can be said that for practical pur- 
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poses, metastatic lymph adenopathy in this region is 
not recognizable radiologically even though the nodes 
may have attained some size. They become demon- 
strable only if their density is increased by some such 
process as calcification. Using several illustrative 
roentgenograms, the author demonstrates this point, 
and calls attention to the fact that by positioning the 
patient, one may superimpose pulmonary or other 
intrathoracic shadows on the mediastinum and lead 
to the erroneous impression that metastatic involve- 
ment is present. This is obviated by the proper in- 
terpretation of films in more than one position. 

Experience with many cases of carcinoma of the 
esophagus subjected to surgical exploration permits 
certain conclusions concerning the demonstration 
and importance of metastatic involvement. 

The relationship of metastatic involvement to the 
size of the primary tumor is not a direct one, often 
being in inverse ratio. It is the author’s belief that 
the extensiveness of metastatic involvement bears a 
direct relationship to the duration of symptoms, 
rather than to the size of the original lesion. 
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In lesions occurring below the level of the tracheal 
coryna, the presence of involved paraesophageal 
nodes (nodes of Vesalius) is constant. 

The importance of considering the removal of the 
metastatic field is emphasized by pointing out that 
this may be a determining factor in selecting a right or 
left surgical approach, because tumors located below 
the tracheal bifurcation involve predominantly the 
subcorynal and paraesophageal nodes and the nodes 
along the left gastric artery, whereas tumors above 
this level involve nodes at the tracheal coryna, the 
paratracheal fossa and all along the right subclavian 
artery where the recurrent laryngeal nerve circles it. 
Thus, the lower tumors seem manageable from the 
left side, whereas the higher tumors may indicate an 
approach from the right side. 

The presence or absence of metastatic nodes may 
finally determine whether a resection is justified, al- 
though it seems that the author is willing to perform 
palliative resection, leaving metastatic nodes, if the 
re-establishment of gastrointestinal continuity is 
possible. Hiram T. Laneston, M.D. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Massive Congenital Umbilical Hernia-Amniotic 
Hernia (Las grandes hernias Umbilicales congénitas 
—hernias amnioticas). Jost M. Jorce. Bol. Acad. 
argent. cir., 1947, 31: 762. 


When a massive umbilical or epigastric hernia oc- 
curs in the newborn, the possibility of eventration 
transcends the importance of the hernia. Immediate 
operation is indicated before malnutrition, erosion, 
infection, or other complications can intervene. The 
principal consideration should concern the volume of 
the eviscerated structures and whether or not the ab- 
dominal cavity is sufficient to contain the displaced 
viscera. The case history of a 3 month old child with 
a gigantic congenital, embryonic umbilicoepigastric 
hernia containing the intestines, stomach, and liver 
is described (Fig. 1). 

Roentgenograms revealed the dangers of replace- 
ment of the organs in the abdominal cavity. Pneu- 
moperitoneal injection facilitated abdominal disten- 
tion, replacement, and retention of viscera in their 
normal relationship. The overlying skin was not sac- 
rificed but permitted to remain intact for possible fu- 
— commensurate with the growth of the 
child. 

The infant mortality in these large hernias was 
considered extremely high, the cause being shock or 
embarrassment of the abdominal viscera when con- 
fined to an abdominal area too small to hold them 
properly. STEPHEN A. ZIEMAN, M.D. 


The Importance of the Conformation of the Pelvis 
in the Genesis of Inguinal Hernia (L’importanza 
della conformazione del bacino nella genesi dell’ernia 
inguinale). Caro Prana. Arch. ital. chir., 1947, 69: 
209. 

Pelvic measurements were taken of 500 patients 
with inguinal hernia at the Bassini Institute, Milan. 
Of these patients, 453 were male and 46 female. A 
review of the literature pertaining to the relation- 
ship between inguinal hernia and pelvic measure- 
ments is presented. The author does not agree with 
Harris and White, who concluded that the type of 
inguinal hernia is related to the length of the ingui- 
nal ligament. 

On the basis of these measurements, the author 
makes the following conclusions: 

1. There exists in individuals with inguinal her- 
nia a dysmorphism of the pelvis, which can be de- 
fined as “bacino ernioso,” hernial pelvis. 

2. With regard to the single components which 
make up this dysmorphism, it is noted that: 

a. The inguinal ligament is longer than normal. 

b. The length of the ligament varies in mini- 
mal measurement with the type of hernia, direct 
or indirect. Therefore, a differential clinical diag- 
nosis can not be made of the different types of her- 


Fig. 1 (Jorge) 


nia on the basis of the length of the inguinal liga- 
ment. 

c. The large pelvis presents an enlargement in all 
diameters in males with inguinal hernia. 

d. In females, however, the enlargement is mini- 
mal in certain diameters, whereas in other diameters 
it is less than normal (sacropubic, bitrochanteric). 
In the male, the hernial pelvis tends to be larger 
than normal, whereas in the female it tends to be 
smaller than normal. All measurements taken into 
consideration, it can be said that the female hernial 
pelvis has a tendency to approach the form of that 
of the male. 

e. The height of the pelvis, measured from the 
inferior margin of the pubis to the midpoint of the 
bisiliac line, is larger in individuals with inguinal 
hernia than in normal individuals. 

3. The pelvic dysmorphism modifies the morpho- 
logic aspect of the inguinal canal and consequently its 
valvular action. Bassini attached great importance 
to this fact as he believed that it created a condition 
favorable to the development of inguinal hernia. 

Lucian J. Fronputi, M.D. 


Streptomycin in Surgical Infections. Peritonitis. 
Epwin J. Putask1, Sam F. SEELEy, and CHARLEs S. 
MATTHEWS. Surgery, 1947, 22: 889. 


Sixty-three patients with peritonitis of varying 
etiology, of whom 5s died, received adjuvant strepto- 
mycin therapy alone or in combination with penicil- 
lin; sulfadiazine was added in a few cases. The 
beneficial effects of early streptomycin therapy in 
early spreading peritonitis closely paralleled those 
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observed in cases in which large doses of penicillin 
were given. Streptomycin did not seem to be of 
particular value in the treatment of localized peri- 
toneal suppuration. 

On the basis of these preliminary studies, it is 
apparent that streptomycin is not a panacea, but has 
a valuable place in the treatment of peritonitis. 
Used alone, it is especially effective in spreading and 
localizing types of infection without a palpable mass. 
Used in conjunction with penicillin, it is effective in 
many patients who fail to respond to penicillin alone 
or to penicillin combined with sulfonamides. 

SAMUEL Kaun, M.D. 


Tumors of the Mesentery (Tumori nel mesentere). C. 
Smmonetti. Ann. ital. chir., 1947, 24: 338. 


The article is concerned with roentgenologic signs 
which assist in making a diagnosis of mesenteric 
tumors. 

The mobility of the tumors with respiration and 
upon manipulation is considered of great importance. 

Another criterion is the ability to demonstrate air 
between the mass and the posterior wall by means of 
pneumoperitoneum. In this way the mass is sur- 
rounded by air on all sides except where it is attached 
to the posterior wall. Theoretically, however, a re- 
troperitoneal mass which grows and forms a ped- 
icle will give the same signs. Practically, however, 
it is difficult to isolate the mass completely from the 
posterior parietal peritoneum by gas. 

The differential diagnosis is concerned with ovar- 
ian cysts, cysts of the large ligament, pancreas, 
liver, and spleen, movable kidney, inflammatory 
tumefaction, and neoplastic tumors of the retroper- 
itoneal tissue. 

Three case reports are given, in 2 of which the di- 
agnosis was confirmed by operation. One tumor was 
a lymphosarcoma and the second represented a met- 
astatic growth from prostatic cancer. The tumor not 
subjected to surgery was considered to be a lympho- 
sarcoma which was treated with x-rays. The mass be- 
came smaller, but the patient’s condition continued 
to get worse and death occurred a month later. 

Luctan J. Fronputi, M.D. 


GASTROINTESTINAL TRACT 


Section of the Vagus Nerves to the Stomach in the 
Treatment of Peptic Ulcer. Lester R. Drac- 
stepT, Paut V. HARPER, Jr., E. Bruce Tover, and 
Epwarp R. Woopwarp. Ann. Surg., 1947, 126: 687. 


During the period from January 18, 1943 to 
March 1, 1947, division or resection of the vagus 
nerves to the stomach as a method of treatment was 
employed in the University of Chicago Clinics in 
212 patients with various types of peptic ulcer. One 
patient died of aspiration bronchopneumonia, and 
there have been no deaths in the last 150 vagotomies 
performed. Adverse reflex effects that might be 
ascribed to stimulation of the vagus nerves have not 
been seen. The clinical results of the operation have 
been excellent and have given the authors the im- 
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pression that a benign peptic ulcer may be regularly 
expected to heal if all the vagus fibers to the stomach - 
are divided. 

This is best accomplished by exposure of these 
nerves along the lower esophagus by either a trans- 
abdominal or a transpleural approach. The transab- 
dominal operation has the significant advantage that 
it makes possible inspection and palpation of the 
lesion and the performance of a gastroenterostomy 
should cicatricial obstruction at the pylorus be pres- 
ent. Gastric vagotomy abolishes the nervous phase 
of gastrin secretion and decreases very markedly the 
total amount of gastric juice produced. These effects 
appear to be permanent. Evidence of regeneration 
of the secretory fibers in the vagus nerves has not 
been observed even in the patients operated upon 4 
years ago. These findings suggest that regeneration 
of the divided vagus fibers will not prove to be a 
troublesome feature of this type of operation. 

Complications and undesirable sequelae that have 
been encountered are intercostal pain or neuralgia, 
pleural effusion, pulmonary atelectasis, delayed emp- 
tying of the stomach, and diarrhea. For the most 
part, these complications have been mild and self- 
limited. Careful attention to postoperative care 
reduces the incidence and severity of most of them. 
Persistence of ulcer symptoms has been observed in 
5 patients, and in these, physiologic tests have in- 
dicated that not all the vagus fibers were divided. 
In 2 of these patients a second operation was per- 
formed, and a residual vagus fiber was discovered 
and divided. 

These findings suggest that to be effective in 
abolishing the nervous phase of gastric secretion and 
causing the healing of benign peptic ulcers, removal 
of the vagus innervation of the stomach must be 
complete. It is probable that the poor results se- 
cured by the early workers in this field were due to 
the fact that attempts were made to section the 
vagus nerves in operations directed at the stomach 
instead of at the esophagus and therefore they were 
in all probability incomplete. The necessity of re- 
peated physiologic tests to determine residual vagal 
innervation of the gastric glands is clear and should 
be emphasized. Josern Gaster, M.D. 


A Contribution to the Study of Gastric Abscess 
(Contributo allo studio dell’ascesso gastrico). 
Domenico Martini. Gior. ital. chir., 1947, 3: 541- 


Suppurative processes in the stomach are rare and 
for the most part are represented by operative sur- 
prises or autopsy reports; only in rare cases has the 
diagnosis been made before operation. The condi- 
tion was first reported by Galen (1037). According 
to the most recent statistics there have been about 
350 cases (Stigliani, 1941). 

The male is more often afflicted, from 71 to 82 per 
cent, and while both young and old may be affected 
this condition is most commonly seen between the 
ages of 20 and 50 years. 

Many classifications have been presented, but all 
have been discarded for the more simple diffuse and 
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circumscribed suppurative gastritis. The most com- 
mon organism is the pyogenic Streptococcus, which 
is present in from 70 to 78 per cent of the cases. It 
may be present alone or in combination with other 
bacteria: the Bacillus coli and proteus, the Diplo- 
coccus, and the Staphylococcus. Very infrequently 
the Staphylococcus or Diplococcus have been found 
in pure culture, and rarely the Bacillus coli and Ba- 
cillus anthracis. 

The pathogenesis is said to be dependent upon the 
presence of three factors: (1) diminution of the gas- 
tric acidity, (2) a traumatic lesion, and (3) virulent 
streptococci. As one gets away from these factors, 
it becomes increasingly more difficult to produce in- 
flammatory lesions in the gastric wall. The juxtapy- 
loric area is the most frequent site. The macroscop- 
ic appearance is that of irregularity and a consisten- 
cy sometimes fibrous, other times moist. The serosa 
is hyperemic and edematous with lymphangitis and 
a deposition of fibrin on the affected zone. 

The symptoms of gastric suppuration are so com- 
plex as to make the diagnosis difficult and at times 
impossible. Generally there is a picture of acute 
pain, fever, and accentuated leucocytosis. It may 
simulate a perforated peptic ulcer or empyema of 
the gall bladder. 

The condition may be cured by emptying of the 
pus into the stomach spontaneously, but more often 
there is a spread with consequent purulent peritoni- 
tis, localized or diffuse. 

The treatment is surgical and depends upon the 
nature of the lesion. In the presence of a diffuse 
phlegmonous form, the prognosis is poor and only 
drainage is recommended. If the lesion is localized, 
different methods have been used, varying from sim- 
ple drainage, gastrostomy, gastroenterostomy, and 
gastric resection. 

A case report in a 24 year old male is reported. He 
was operated upon for a perforated duodenal ulcer. 
When the abdomen was opened multiple adhesions 
were found and were liberated. The abscess was 
found in the gastric wall. A Polya type of gastric re- 
section was performed, and drainage with gauze and 
a rubber tube was instituted. A subtotal closure of 
the abdominal wall was used and the wound was 
closed by second intention. The patient was dis- 
charged as cured in 42 days. 

Luctan J. Fronputi, M.D. 


Benign Tumors of the Stomach. National Statis- 
tics (Tumoxes benignos del est6mago: estadigrafia 
nacional). ALEJANDRO J. PavLovsky and DANIEL J. 
Joty. Prensa méd. argent., 1947, 34: 1268. 


The authors give the incidence of gastroduo- 
denal polyps in Argentina, comparing their findings 
with those of previous studies made abroad. They 
found 41 polyps at operation. Of these, 35 were 
benign and located in the stomach; 1 was benign 
and located in the duodenum; 1 benign gastric 
polyp coexisted with a gastric cancer; and 4 gas- 
tric polyps were regionally benign but had become 
malignant. Of the benign polyps of the stomach 


13, OF 37.1 per cent, were correctly diagnosed 
before operation and 22, or 62.9 per cent, were 
mistaken for other conditions. The most frequent 
incorrect diagnosis was gastric cancer. 

E. Ricketts, M.D. 


Carcinoid Tumors of the Stomach (I carcinoidi dello 
stomaco). ACHILLE EL1io GALLINARO. Arch. ital. 
chir., 1947, 69: 239. 

The author reports a case of carcinoid tumor of 
the stomach which represents the fourteenth report- 
ed case in the world’s literature, the second in the 
Italian literature, and the fifth to come to the oper- 
ating table. 

After having discussed the differential diagnosis 
from the histologic point of view, keeping in mind 
the data reported in the previous cases, the author 
believes that aside from the eventual gastroscopic 
reports there is no other sign which can lead to the 
— His preoperative diagnosis was duodenal 
ulcer. 

As to treatment, he recommends ample gastric re- 
section inasmuch as carcinoids, although usually be- 
nign, may undergo malignant degeneration at any 
time. 

As for the histogenesis, the author believes that 
the theory of embryonal malformation is the only 
one which can justify the great rarity of these tumors 
in the gastric region, and explain the frequent ab- 
sence of the affinity for chromaffin and silver stains 
on the part of the neoplastic cellular elements. Even 
in the absence of specific impregnations, the certain 
diagnosis of carcinoid is rendered possible by other 
characteristics of major constancy. Among these 
are the submucosal position of the tumor, its entire 
delimitation, the more or less abundant stroma rich 
in elastic fibers and smooth muscle, and the frequent 
variable aspect of the cells which are regularly be- 
nign. Luctan J. Fronputr, M.D. 


Cancer of the Stomach (from a Radiologist’s Point 
of View). J. L. A. Grout. Brit. J. Radiol., 1947, 
20: 

Perhaps the most disturbing feature of carcinoma 
of the stomach is the short duration of the symp- 
toms, even in cases in which the growth in the stom- 
ach is extensive and often inoperable. Hence the 
radiologist is faced with the fact that a large per- 
centage of patients with suspected carcinoma of the 
stomach are referred to him when the disease is al- 
ready far advanced. The radiologist is often left 
with the thankless task of confirming the presence 
of a new growth already diagnosed by the physician 
or surgeon. 

The author presents a number of interesting case 
histories and radiographs to illustrate the extensive 
lesions which may be present in a person with symp- 
toms of very short duration. The role of gastroscopy 
as an aid to the diagnosis of carcinoma of the stomach 
is emphasized. Mistakes made in radiology can 
many times be corrected by a good gastroscopic 
examination. 
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It is emphasized that radiography is not the means 
of making a final diagnosis, but it should play an 
important part in the evidence collected before a 
final opinion or judgment as to the nature of the 
disease is given. The clinician must realize that the 
radiologist is not a robot and his opinions are not 
necessarily final nor closed to contradiction. If the 
clinician would avoid the use of the words ‘“‘the 
X-ray shows” and use instead “the radiologist says,” 
a better understanding of the two points of view 
would prevail and a more practicable and useful 
approach could be made to the problems of diagnosis 
and research. Harowp LaurMan, M.D. 


Gastroscopy in the Diagnosis of Gastric Cancer. 
H. W. Ropcers. Brit. J. Radiol., 1947, 20: 502. 


Gastroscopy should logically follow the x-ray ex- 
amination in the routine investigation of dyspepsia, 
and in a case suspected of carcinoma, it is particu- 
larly important that this routine should be adhered 
to, for there are certain important contraindications 
to gastroscopy in the presence of carcinoma which are 
diagnosable from the roentgenogram. If the x-ray 
examination has already demonstrated an advanced 
carcinoma, gastroscopy will not be of any further 
help; in such a case there is risk of rupture of the 
growth or perforation with the instrument. Another 
contraindication to gastroscopy, even when a car- 
cinoma is suspected, is gross deformity in the course 
of the esophagus, due either to spinal curvature or to 
intrathoracic displacement. Atrophy of the mucosa 
of the esophagus occasionally accompanies carcinoma 
of the stomach, although this does not constitute 
an absolute contraindication to the use of the instru- 
ment; however, it does call for the greatest care in 
its passage. 

Gastroscopy is indicated in a case clinically sus- 
pected of being carcinoma when the roentgenogram 
has revealed either no lesion or a lesion of obscure 
nature. It is further indicated when an ulcer ap- 
pears to be innocent on the screen, but carcinoma is 
suspected clinically. 

There are 4 manifestations of carcinoma of the 
stomach as seen with the gastroscope: 

1. Projection of neoplastic material into the 
lumen. The cauliflower mass, as a rule, is seen easily, 
the multicolored necrotic surface appearing very 
different from the surrounding gastric mucosa. The 
surface of such a neoplasm is usually covered with 
blood, mucus, and slough. 

2. Ulceration of the growth. Ulcers vary greatly 
in size and shape, but the following characteristics 
are usually retained: a raised irregular edge, irregular 
in color and contour; a sloughing floor containing 
blood and necrotic tissue; irregularity or nodularity 
of the surrounding mucosa; and raising of the whole 
ulcer above the surrounding mucosa. Ulcerated car- 
cinomas constitute the commonest type of gastric 
growth. 

3. Fibrous ulcer with malignant change—the 
ulcer cancer. The gastroscopic characteristics of 


such a lesion are: irregular hyperemia of the ulcer 
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region or of the surrounding mucosa; an irregularity 
in the outline of the ulcer, especially a breaking up of 
a part of the smooth margin by’an irregular nodu- 
larity; the appearance in the floor of the ulcer of 
blood clot or necrotic tissue instead of the compara- 
tively smooth greenish gray slough seen in innocent 
ulcers; infiltration of the surrounding mucosa with 
carcinoma. This type of lesion has gradations from 
an innocent looking ulcer to the ulcer which is ob- 
viously the starting point of a widespread carcinoma- 
tous infiltration. These cases are the ones which tax 
the diagnostic skill of the gastroscopist to the utmost. 

4. Submucous infiltration as seen in leather bottle 
stomach. The affected walls are devoid of folds or 
the normal mammillation and are composed of com- 
pletely irregular nodules which may be pale in places 
and hemorrhagic in others, with a considerable excess 
of dirty mucus on the surface. The affected mucosa 
is rigid and changes little, if at all, on inflation, while 
the unaffected parts distend normally. Superficial 
ulcers are common in this type. 

An ulcer with a suspicion of malignancy at the 
angulus may justifiably be left for a decision at a 
re-examination in 14 days. A similar ulcer seen on 
= greater curvature should be operated on without 

elay. 

Since the outcome of gastric carcinoma remains so 
gloomy, the author suggests a careful but enthusi- 
astic effort in the search for precancerous lesions. 
He considers three varieties of lesions in this cate 
gory: (1) polyps and adenomas; (2) chronic gastric 
ulcer; (3a) gastritis with atrophy, and (3b) gastritis 
without atrophy. 

Associated with carcinoma of the stomach, one 
frequently finds that the mucosa contains an undue 
number of very fine blood vessels, finer than the 
usual submucosal veins. These blood vessels, the 
author believes, lie in the mucosa itself, and he has 
therefore called them intramucosal vessels. He finds 
these so frequently associated with carcinoma that 
he believes they might be considered precancerous 
lesions, although these vessels are sometimes seen in 
patients not suffering from carcinoma. 

Harowp LaurMAN, M.D. 


Cancer of the Stomach: Some Pathologic Consider- 
ations. M. J. Stewart. Brit. J. Radiol., 1947, 
20: 505. 

From the pathologist’s point of view, the problem 
of diagnosing an ulcer cancer of the stomach remains 
an exceedingly difficult one. The chief histological 
difficulty is in determining whether there is sufficient 
evidence to say that a simple chronic ulcer has cer- 
tainly preceded the onset of epithelial malignancy. 
The bone of contention among pathologists rests on 
the following question: Can peptic ulceration occur- 
ring in a primary carcinoma so destroy at least the 
central part of the growth, with its replacement by 
simple chronic inflammatory tissue as to render it, in 
that part at least, indistinguishable from a simple 
lesion? Alternatively, can peptic ulceration, com- 
mencing in a primary cancer, spread from the growth 
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onto the adjacent healthy (or at least non-neoplastic) 
stomach wall and produce a like result? 

There are cases in which the pathologist hesitates 
to give an opinion unless buttressed and fortified by 
clinical evidence. In nearly all the cases which the 
author includes in his series of ulcer cancers there is 
a gastric history of 2 years or longer. However, there 
are exceptions to this statement, since in many pa- 
tients there was an interval of freedom from symp- 
toms, especially in the patients with coexisting duo- 
denal scars or ulcers and gastric carcinoma. 

The range of acidity in the ulcer cancer approxi- 
mates that of simple chronic ulcer much more closely 
than that of primary carcinoma. Twelve of 58 pa- 
tients with primary cancer secreted a juice of normal 
or heightened acidity without anatomic simulation 
of ulcer cancer. 

From the prognostic point of view, the author’s 
impression is that the outlook in scirrhous cancer is 
unfavorable as compared with encephaloid. Even in 
tumors of considerable size, if these are of the poly- 
poidal or fungating encephaloid type, and provided 
the surgeon has been able to achieve an apparent 
removal of the whole growth with a reasonable mar- 
gin of apparently healthy tissue, the prognosis is in- 
comparably better than in scirrhous cancers, how- 
ever small and however recent they appear to be. 

Admittedly, scirrhous cancer is of slow evolution, 
but the chances are that by the time the case comes 
to operation lymphatic permeation has already ex- 
tended far beyond the confines both of the stomach 
itself and of the regional lymphatics ordinarily re- 
moved in the operation of gastrectomy. In patients 
not subjected to gastrectomy, soft, fungating, or 
ulcerating cancers of encephaloid type are likely to 
prove much more rapidly fatal than those of the 
scirrhous type. No doubt, the better prognosis of 
encephaloid cancerafter operation isin part accounted 
for by its earlier diagnosis and consequent earlier 
treatment. Widespread suppuration is frequent in 
the softer and more massive types of gastric cancer 
and may lead to peritonitis after surgery. 

Haroip LaurMan, M.D. 


The Surgical Aspect of Carcinoma of the Stomach. 
HERMON Taytor. Brit. J. Radiol., 1947, 20: 507. 


Although the primary diagnosis of carcinoma of 
the stomach rests upon radiology and gastroscopy, 
the question of operability can be finally decided 
only after the surgeon has opened the abdomen. 
When distant metastasis in the liver or peritoneum, 
especially in the pelvis, or local extension of the 
growth into the posterior abdominal wall or dia- 
phragm indicates a fatal outcome, some surgeons 
will nevertheless carry out a palliative gastrectomy 
for the relief of symptoms. The author does not agree 
with this point of view. When widespread metastases 
are already established, the primary growth is gen- 
erally not responsible for the main symptoms or the 
fatal outcome, and in the absence of obstruction 
there is little to be gained by removing it. Gastro- 
enterostomy is the simplest and therefore the best 


means of dealing with obstruction of the pylorus in 
the inoperable case. 

Individual operative mortality statistics are mis- 
leading and can be interpreted only in relation to 
the proportion of operations in which the growth was 
removed and the proportion of patients who escape 
recurrence of the lesion in subsequent years. Much 
depends upon the skill and experience of the surgeon 
and upon his determination to take serious risks, if 
thereby he can give the patient a chance of cure. If 
there are no distant metastases, the author believes 
that every risk should be taken to resect the growth. 
The surgeon should be prepared to remove the whole 
stomach, together with omentum, the spleen, the 
transverse colon, and the tail or body of the pan- 
creas, if these are involved in the lesion. It may be 
supposed that even successful removal of a growth 
so extensive must surely be followed by recurrence, 
but this is not necessarily true. Among 38 patients 
subjected to radical removal of gastric carcinoma in 
the author’s series, there were 17 in whom one or 
more of the viscera were removed with the stomach. 
Of these, 7 died as a result of the operation; of the 10 
survivors, 8 are still alive and well from 1 to 4 years 
afterward. 

In the last decade many helpful advances have 
come to the aid of the surgeon. One need only 
mention penicillin, curare, the endotracheal tube, 
and the refinements of blood transfusion. Although 
the risk is in each case far reduced by these means, 
the mortality rate for operations for carcinoma of 
the stomach remains high because the surgeon is 
encouraged to undertake still more extensive removal 
of tissue when necessary. 

In recent years growths of the cardia have be- 
come ever more removable. The growth is exposed 
through the left side of the chest and the left dome 
of the diaphragm and the resection accomplished. 
This was an operation designed in 1915 by Sauer- 
bruch which he never successfully carried out, but 
which now has become practicable. 

Haroip LaurMan, M.D. 


Late Effects of Total Gastrectomy in Man. RoBert 
M. MacDona_p, FRANz J. INGELFINGER, and HELEN 
W. Betpinc. N. England J. M., 1947, 237: 887. 


Studies on patients who have survived total gas- 
trectomy for 3 years or more are few, and contra- 
dictory results are reported. 

Studies have been made of intestinal motor func- 
tion, intestinal absorption, pancreatic function, and 
the blood picture in 3 patients who have survived 
total gastrectomy for 3, 5, and 10 years respectively. 

The first patient who survived total gastrectomy 
was studied 50 years ago, and it was noted with sur- 
prise that she regained her appetite. Since then, 
others have observed that the stomach is not ne- 
cessary for this sensation. All patients have a nor- 
mal desire for food and develop hunger. None of the 
patients have dysphagia or symptoms suggesting the 
“dumping syndrome.” The weight has never re- 
gained the levels existing before illness. 
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Fluoroscopic and radiologic examination revealed 
a normal esophagus and a patent, well functioning 
esophagojejunal anastomosis. 

Until recently, the patient of Zikoff was considered 
the longest survivor after total gastrectomy for car- 
cinoma, since Finney and Reinhoff reported her alive 
4 years and 8 months after operation. Zikoff’s art- 
icle, however, is an early postoperative report which 
does not contain any information concerning subse- 
quent survival. Attention is directed to a much over- 
looked reference, the Hunterian lecture of 1906 by H. 
J. Paterson. In this monograph, he quotes a per- 
sonal communication from MacDonald of San Fran- 
cisco, to the effect that the patients of Brooks Brig- 
ham and of MacDonald were alive and well 8 and 7 
years after their operations; incidentally, the opera- 
tions were the second and third successful total 
gastrectomies reported in the literature. One of the 
patients studied is alive and well 10% years post- 
operatively, whereas the patient described by Poole 
and Foster is still alive and well 20 years after the 
complete removal of the stomach for a nonmalignant 
condition. These 2 cases appear to represent the 
longest known survivals after total gastrectomy for 
malignant and nonmalignant tumors, respectively. 

Studies on 2 patients who had survived total gas- 
trectomy 10 and 3 years, respectively, and on 1 who 
had survived total gastrectomy, splenectomy, and 
partial pancreatectomy 5 years revealed the clinical 
condition of the patients with total gastrectomy 
alone to be excellent. Considerable dilatation of 
the jejunum near the esophagojejunal anastomosis 
was demonstrated by roentgenologic and kymogra- 
phic methods in 1 case. In both cases, the pancreatic 
enzymes were normal and fat absorption on a low 
fat intake was not significantly impaired. Vitamin 
A tolerance curves showed an apparently delayed 
but otherwise normal absorption of the vitamin. 
Glucose tolerance tests disclosed an early and 
marked, but transient, hyperglycemia. 

The patient with total gastrectomy, splenectomy, 
and partial pancreatectomy experienced difficulty 
in maintaining weight. Dilatation of the jejunum 
was present. The pancreatic enzymes were defi- 
cient, fat absorption was impaired, and the vitamin 
A tolerance curve was flat. The glucose tolerance 
curve showed a hyperglycemia, which was sustained. 

Blood studies demonstrated that 2 of the 3 pa- 
tients developed a macrocytic, hyperchromic anemia 
2 and 5 years, respectively, after operation. The 
third had received prophylactic liver treatment. A 
review of the literature revealed a high incidence of 
macrocytic, hyperchromic anemia in patients sur- 
viving total gastrectomy for 3 or more years. 

The evidence appears to support the statement 
that an anemia morphologically similar to Addi- 
sonian pernicious anemia will develop after total 
gastrectomy if the patient survives long enough. 
Whether the anemia is truly Addisonian, or whether 
it is another form of macrocytic anemia requires 
further study. In the past, most patients develop- 
ing macrocytic anemia after total gastrectomy have 
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been incompletely studied, for the effects of dietary 
deficiency have not been excluded—liver and iron 
have been administered indiscriminately—and spe- 
cial studies like reticulocyte counts and bone-marrow 
examinations have been few. Only if macrocytic 
anemia that follows total gastrectomy is carefully 
investigated by the methods used by Meyer et al. 
can its relation to Addisonian pernicious anemia be 
clarified. Harry W. Fink, M.D. 


The Surgical Management of Gastrojejunocolic 
Fistulas. Ropert F. BARBER and JoHN L. Map- 
DEN. Surgery, 1947, 22: 657. 


A series of 6 cases of gastrojejunocolic fistula is re- 
ported. The authors consider the multistage method 
of treatment with the use of a preliminary colostomy 
as described by Pfeiffer the most logical from a sur- 
gical standpoint. A historical review of the surgical 
attacks on gastrojejunocolic fistula is given. 

The method of Pfeiffer is preferred by the authors 
because (1) there is cessation of diarrhea witha return 
of the patient to excellent physical status, and hence 
reduction of the general risks of surgical interven- 
tion; (2) there is subsidence of the inflammatory re- 
action of adjacent tissues and the jejunal ulceration, 
thus reducing the risk of inflammatory complications 
in the surgical correction of the fistula; (3) there is 
freedom from contamination at operation and later 
protection of suture lines in the repaired colon, which 
abolishes the danger of leakage; and (4) the opera- 
tion is technically simple. 

In the second stage of the procedure, which follows 
the colostomy from 6 to 10 weeks, the authors prefer 
a disconnection of the fistula followed by a subtotal 
gastric resection to the “simple” restoration of gastro- 
intestinal continuity. Simple closure of the fistula 
combined with infradiaphragmatic partial vagoto- 
my, although not reported, is suggested for possible 
clinical trial. W. Foster Montcomery, M.D. 


On Subcutaneous Injuries of the Intestine, with 
Special Reference to the So-Called Secondary 
Injuries. E. TuTINen and J. ANTTINEN. Ann. chir. 
gyn. fenn., 1947, 36: 96. 

In the period from 1935 to 1945 there were 32 
cases of injuries to the intestine secondary to con- 
tusion of the abdomen in the three largest hospitals 
of Helsinki. The theory of mechanism for intestinal 
rupture without injury to the abdominal wall has 
been explained as one of three main types: (1) the 
intestine may be crushed, (2) the intestine may be 
torn, and (3) the intestine may be burst. Among the 
32 cases there were 26 injuries to the small intestine, 
5 to the large intestine, and 1 in both the small and 
large intestine. The prognosis is dependent upon 
the severity of the trauma, upon the state of shock 
caused by the trauma, and how soon after the trauma 
operation is performed. In the material reported 
there were 15 fatal cases. Three patients died of 
other associated injuries. 

The only possible treatment is, of course, opera- 
tive. It is more important to treat the shock after 
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trauma than to institute hasty operation. Adequate 
treatment of the shock requires a period of calm 
waiting, which is far more essential than hasty oper- 
ation immediately after trauma. 

SAMUEL J. FocEtson, M.D. 


Carcinoma of the Ampulla of Vater. JoHn Mortey. 
Brit. J. Surg., 1947, 35: 146. 


Morley described his experience with 6 cases of car- 
cinoma of the ampulla of Vater; treatment consisted 
of a radical two stage operation with ligature of the 
pancreatic duct. Four patients died; 1 was ill from 
ascending cholangitis some 7 months after operation, 
and the sixth patient was well 11 months after the 
second stage of the operation. 

The author discussed the merits of the one stage 
and the two stage operations. He does not approve 
of Whipple’s method of restoration of the flow of 
bile, preferring a cholecystogastrostomy to the an- 
astomosis of the divided common bile duct with the 
jejunum, nor of Whipple’s policy of implanting the 
pancreatic ducts into the jejunum. Morley believes 
that ligation of the pancreatic duct is a safer proce- 
dure than anastomosis of this duct with the jejunum. 
This policy is based on the author’s experience with 
5 of his 6 patients who gained weight on an ordinary 
diet without the use of pancreatic extract; no serious 
failure of fat absorption was observed. Apparently 
the individual’s nutrition does not suffer by with- 
holding the powerful digestive juices—trypsin, lip- 
ase, and amylase—through the ligation of the pan- 
creatic duct. Morley’s sixth patient, however, de- 
veloped an acute fatal pancreatitis which could be 
ascribed to the ligation of the pancreatic duct. 

The article is concluded with the report of a ques- 
tionable case of apparent spontaneous cure of am- 
pullary carcinoma. RoBert TuRELL, M.D. 


Symptoms Due to Meckel’s Diverticulum. SELWwyN 
Taytor. Lancet, Lond., 1947, 2: 786. 


The discovery of a Meckel’s diverticulum during 
a laparotomy comes as a surprise to most surgeons, 
for it is an uncommon congenital abnormality. 
Harkins (1933), who collected all the cases recorded 
when complete examination of the gastrointestinal 
tract was made postmortem, found that in 25,149 
autopsies this abnormality was present on 327 oc- 
casions — an incidence of 1.3 per cent. Among 69,000 
admissions to the Truesdale Hospital, Atwood (1946) 
has reported 37 patients with symptons due to a 
Meckel’s diverticulum. In the records of King’s 
College Hospital there are numerous references to 
the finding of Meckel’s diverticulum during abdom- 
inal operations, but only 11 times in the 18 years 
from 1928 to 1945 was this the actual cause of 
the symptoms which necessitated surgical interven- 
tion. 

Thirteen cases are briefly reviewed, with the ad- 
dition of 1 case of different causation, as a result of 
which it is tentatively suggested that Meckel’s diver- 
ticulum may be involved in the pathogenesis of chron- 
ic as well as acute abdominal pain. 


Developmentally, the vitelline duct connects the 
yolk sac and the midgut of the embryo at an early 
stage. 

The intestinal portion of the duct persists most 
commonly and was the one first described by Meckel 
(1809, 1812). 

The complications arising in connection with Meck- 
el’s diverticulum are briefly as follows: intestinal ob- 
struction due to a band or to volvulus, perforation, 
intussusception, ulceration of heterotopic gastric mu- 
cosa (producing hemorrhage, as indicated by melena 
and perforation), foreign body, neoplasm, aberrant 
pancreatic tissue, and strangulation in the hernia! sac 
(Littre’s hernia). 

An analysis of the last 11 cases of acute abdomen 
admitted to the hospital in which a Meckel’s diver- 
ticulum was the causal factor shows examples of 
practically every known complication, and confirms 
the opinion of previous writers on the subject that 
the correct diagnosis is rarely made before operation. 

The most common situation for this development- 
al error is 18 in. from the ileocecal valve, but it has 
often been discovered from 12 to 36 inches from the 
end of the ileum; therefore, unless the whole terminal 
3 feet of ileum are inspected, it may be overlooked. 

Meckel’s diverticulum should be looked for more 
often and more carefully, especially in laparotomies 
in which the other abdominal organs do not appear 
sufficiently abnormal to explain the signs and symp- 
toms. Harry W. Fixx, M.D. 


Carcinoma of the Large Intestine. ArTHUR W. 
ALLEN. Surg. Clin. N. America, 1947, 27: 1018. 


Five case reports are presented to illustrate the 
usual procedures which were found satisfactory in 
the management of malignant lesions of the colon. 
With experience the method of choice has become 
resection with primary anastomosis. This growing 
tendency toward primary suture of the bowel has 
evolved through improvements in preparation of the 
patient, better surgical technique, and chemothera- 
peutic aids. The author believes that the morbidity 
could be reduced by primary suture and the mortal- 
ity rates could be kept as low as those reported by 
the advocates of the Mikulicz’s principle. 

An aseptic anastomosis is now not considered im- 
portant because with better bowel preparation a sat- 
isfactory primary anastomosis can be obtained by 
the so-called open technique. Also complementary 
proximal decompression is used less frequently. 
Preliminary cecostomy is now done only in the pres- 
ence of acute and complete obstruction of the left 
colon, and complementary cecostomy is rarely done. 
The Miller-Abbott tube is used as an added pre- 
caution in some cases. 

Preliminary transverse colostomy is used only in 
large obstructing inflammatory lesions of the sig- 
moid. This procedure is mandatory in diverticulitis 
with inflammatory extensior, and by this means one 
can count on the resolution of the acute process even 
in the presence of a frank abscess. Since carcinoma 
and diverticulitis may occur in the same region, one 
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must consider an earlier resection in some cases. If 
bleeding and mucous discharge continue from the 
defunctioned segment, the diagnosis of cancer is 
established and the obstructive inflammatory fea- 
ture may be secondary to the malignant process. If 
cancer is obvious or strongly suspected the resection 
should be undertaken not later than the fourth week 
after transverse colostomy. If it seems reasonably 
certain that diverticulitis is the sole causative factor 
a better procedure can be accomplished after 3 to 6 
months of decompression. 

Following this discussion of the subject, case re- 
ports on (1) carcinoma of the cecum treated by end- 
to-end anastomosis, (2) carcinoma of the transverse 
colon treated by end-to-end anastomosis plus bi- 
lateral prophylactic superficial femoral vein inter- 
ruption, (3) carcinoma of the descending colon 
treated by end-to-end anastomosis, (4) carcinoma of 
the rectosigmoid just below the pelvic floor also 
treated by end-to-end anastomosis, and (5) carci- 
noma of the sigmoid with endometriosis treated by 
(a) exploratory laparotomy and complete transverse 
colostomy and (b) resection of the sigmoid and pan- 
hysterectomy en bloc, followed by primary anasto- 
mosis of the descending colon to the rectosigmoid, 
demonstrate the surgical procedures utilized. 

SAMUEL J. FocEtson, M.D. 


Adjuvants to Surgical Therapy in Large Bowel Ma- 
lignancy. I. S. Ravoin and HArotp A. ZINTEL. 
Ann. Surg., 1947, 126: 439. 


The authors suggest the following adjuvants to 
surgical therapy in malignancy of the large bowel: 


1. Correction of anemia and hypoproteinemia by 
vigorous and repeated blood transfusion. 

2. Large doses of vitamins given preoperatively. 

3. Long tube decompression in all cases. 

4. Chemotherapy (sulfonamides given orally), es- 


pecially sulfasuxidine and sulfathalidine. Strepto- 
mycin has been used lately. 

Minor fecal contamination of the peritoneum at 
operation did not prove serious, and peritonitis has 
not been the cause of a single death in the year 1946, 
during which time 53 colon resections were done, 40 
in one stage. Eighteen of the latter were performed 
by the open method. Prior to the adoption of the 
complete program as described, the total resecta- 
bility for cancer of the colon was 64.5 per cent. 
During the year 1946 the total resectability was 73.6 
percent. The mean operative mortality from 1923 to 
1938 was 18.4 per cent; since 1938 a definite portion 
of the program was used and the mean mortality 
was reduced to 3.6 per cent. In only 2 years prior to 
1938 was the mortality ever as low as it has been in 
any year since 1938. 

Resection with end-to-end anastomosis is sup- 
planting the Mikulicz types of resection in the 
authors’ clinic. One-stage procedures have entirely 
supplanted multistage operations except in the pres- 
ence of perforation or obstruction. 

Nothing replaces the gentle handling of the bowel, 
the greatest care in the conservation of the blood 
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supply, the prevention of major soiling, and the 
careful approximation of the bowel edges. However, - 
in spite of this, a number of patients will still lose 
their lives because of peritonitis from one cause or 
another. The adjuvants suggested have permitted a 
large number of one-stage in place of multistage op- 
erations, which reduces the risk of secondary anes- 
thetization, and they have led to more rapid recovery 
and a shorter period of disability and hospitalization 
in a larger number of patients. They have led to a 
substantial reduction ‘in the mortality following op- 
eration on the colon and have played an important 
part in the very marked reduction in the incidence of 
fatal peritonitis following resection of the large 
bowel. Joun J. MAtoney, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Thrombosis of the Hepatic Veins: The Budd-Chiari 
Syndrome. R. B. Toompson. Arch. Int. M., 1947, 
80: 602. 


The author reports 2 cases of thrombosis of the 
hepatic veins and reviews 95 of more than 100 in the 
literature, to emphasize that this syndrome is not al- 
ways due to one disease process, as is so commonly 
implied, and to attempt to give a clearer conception 
of the various other processes which may cause it. 

In the majority of the reported cases there was 
gross obstruction of the hepatic veins, which led to 
engorgement and necrosis of the liver and to portal 
obstruction. 

It was proposed that the name “Chiari” or “‘ Budd- 
Chiari” syndrome should be retained for cases in 
which there is gross blockage of the hepatic veins and 
that cases with more limited lesions, not giving the 
full picture, should be referred to simply as cases of 
thrombosis of the hepatic veins. While this article 
is primarily concerned with the Chiari syndrome, re- 
marks concerning the etiology and pathology of the 
latter type of cases are included also. Two previous- 
ly accepted cases have been excluded. 

The lesions found in the liver depend on the du- 
ration of the thrombosis. In the acute stage there is 
severe venous engorgement resulting in central lob- 
ular necrosis of the hepatic cells. Later cirrhotic 
change develops and nodular regenerative hyperpla- 
sia is common. 

The clinical features include abdominal pain which 
is usually the initial symptom. It precedes hepatic 
enlargement and ascites and is one of the most con- 
stant features. 

The presence of venous collaterals is also one of 
the most important signs. Only a few reports men- 
tion a caput medusae. 

The absence of gross jaundice and the presence of 
the slight, latent, or clinical form are the most im- 
portant features. 

The first correct diagnosis was made by Willcocks 
in 1896. Since then the syndrome has been diag- 
nosed during life in 10 cases, including the 2 cases pre- 
sented here. The great majority of cases present such 
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a typical picture that there are not many other dis- 
ease pictures which resemble it. 

The duration is variable. In the majority of cases 
the disease is of short duration, in some lasting only 
a few days, while in a smaller group the disease may 
last from ro to 28 years. 

The treatment of this disease, unfortunately, does 
not offer much scope for discussion. It must be on 
the same lines as the treatment for portal cirrhosis. 
One point of great importance is that, although this 
is an extremely fatal disease, patients may live for 
many years before eee perhaps to a fresh 
thrombosis. Harry W. Fink, M. 


Total Volvulus of the Gall Bladder (Volvulo total de 
la vesicula biliar). Gustavo E. E. ANscnutz. Bol. 
Acad. argent. cir., 1947, 31: 806. 


In the world literature there were only g1 cases of 
total volvulus of the gall bladder reported up to the 
year of 1945. 

The author reports this condition in a female 71 
years of age. The symptoms were those of an abdom- 
inal crisis, namely, pain in the right hypochondrium, 
continuous vomiting, tenderness in the right hypo- 
chondrium and right iliac fossa, and no audible peri- 
stalsis. 

X-ray examinations revealed a large tumor mass 
occupying the right flank and compressing the hepa- 
tic flexure of the colon. There also was a ptosis of 
the transverse colon. 

On opening the abdomen, the gall bladder was 
found to be the size of a large pear, free and erect. 
The cystic duct was twisted and it was impossible to 
visualize the cystic artery. The gall bladder was 
edematous and friable. It contained a great num- 
ber of calculi and was filled with a black sanguino- 
purulent, bile stained fluid. 

The author stresses the value of x-ray examination 
in the diagnosis of this condition and believes that a 
large cystic duct with rudimentary mesocystic tissue 
in a thin patient with abdominal ptosis favors the 
development of volvulus. 

ARTHUR F. M.D. 


Considerations on the Pathogenesis of Calcified 
Gall Bladder (Considerazioni sulla patogenesi della 
colecisti di porcellana). Paoto Biocca. Policlinico, 
sez. chir., 1947, 54: 173. 


The literature upon what is termed “‘calcified chol- 
ecystitis,”’ “porcelain cholecystitis,” ‘“enameled chol- 
ecystitis,” or ‘petrified cholecystitis” is reviewed. 
About 30 cases have been reported, 14 of which oc- 
curred in Italy. The condition is rare and Kirkland 
reports only 4 cases observed in 6,000 cholecystec- 
tomies at the Mayo Clinic. Of 10 cases reported by 
Phemister, 4 were found at autopsy. 

The clinical picture is usually that of mild gall 
bladder disease which usually occurred some time 
previously and had caused little or no disturbance 
since. The diagnosis is usually made by x-ray ex- 
amination, which reveals a radiopaque shadow in the 
upper right quadrant. The cortical area of the shadow 


is usually most marked except for a small area near 
the neck which is considered to be diagnostic of gall 
bladder calcification rather than calcified echinococ- 
cus cyst of the liver, or calcifications of the ribs, kid- 
ney, mesentery, or peritoneum, from which it must 
be differentiated. The radiologic diagnosis is usually 
easy. 

Two case reports are presented, one of a woman 
70 years of age, who was operated upon and found 
to have a walled-off perforated empyema of the gall 
bladder together with a calcified gall bladder. It 
was drained and she was discharged after a month 
with a partial biliary fistula. The patient died a 
month later of an acute pulmonary affection. The 
second case occurred in a 72 year old male. The gall 
bladder was palpated during routine examination for 
inguinal hernia and the condition was confirmed by 
roentgenography. Surgery was not advised. 

The various causes for this condition as presented 
by different authors are discussed. According to the 
author of this article the pathogenesis of calcification 
of the gall bladder is as follows: a chronic stimulus, 
mechanical or infectious, produces a productive con- 
nective tissue reaction accompanied by mesoendar- 
teritis and endarteritis, which is ultimately respon- 
sible for sclerosis of the involved tissues. A lipoid 
infiltration associated with transitory hypercholes- 
terinemia supervenes upon elements with diminished 
vitality (caused by a persistent local stimulus and 
deficient nutrition) and accentuates degenerative 
processes which lead to necrosis. Upon these necrot- 
ic areas the lipoid infiltration produces a precipita- 
tion of calcium salts. Lucian J. Fronputi, M.D. 


The Method of Dissolution of Common Duct Stones 
Remaining after Operation. B. O. C. Pripram. 
Surgery, 1947, 22: 806. 


It is well known that stones in the common duct 
may be easily overlooked during an operation; how- 
ever, the frequency of this incident is not generally 
appreciated. It appears to be a fact that stones are 
left behind in from 16 to 25 per cent of all patients 
operated upon for choledocholithiasis even by the 
most experienced surgeons. Retroduodenal and 
transduodenal exposure of the papilla are operations 
which decrease the probability of missing common 
duct stones. Such operations have the relatively 
high mortality of 20 per cent and most surgeons are 
reluctant to use them in poor risk patients. 

Two techniques have been developed to improve 
the result in operations for choledocholithiasis: 
Mirizzi’s method of cholangiography during the 
operation and .Pribram’s method for postoperative 
dissolution of gallstones remaining in the common 
duct under cholangiographic control. 

Cholangiography during the operation enables one 
to discover stones in the common duct which other- 
wise might be missed; but even with this method it is 
difficult to be certain that all stones have been re- 
moved. Ina case in which multiple stones have been 
removed, even though cholangiography has been 
carried out during the operation, the surgeon should 
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never omit drainage of the common bile duct, which 
provides opportunity for further cholangiographic 
studies in the postoperative period. 

The scaffolding of the usual gallstone is made up of 
cholesterol, which is soluble in ether. By dissolving 
the scaffolding, ether disrupts the structure of a 
stone, causing it to crumble into a mud, the particles 
of which can easily pass through the papilla. The 
ether method, therefore, is effective only against 
stones containing cholesterol. 

It is of considerable practical importance to know 
that there is a good method of dealing with over- 
looked duct stones in the postoperative period under 
cholangiographic control. In the author’s 51 cases 
in which the ether method was used for the post- 
operative dissolution of gallstones remaining in the 
bile ducts, there have been no failures nor has a 
secondary operation been needed. Failures repre- 
sented by other surgeons must be due to a difference 
in technique. The first consideration is that of the 
solvent, which is exclusively ether. The T-tube for 
drainage of the common duct is not suitable with the 
ether technique because the ether evaporates up- 
ward into the liver instead of reaching the stone. 
For this and other reasons a catheter or simple tube 
stitched into the common duct is preferred. The 
surgical therapy for cholelithiasis consists of removal 
of the gall bladder, opening of the common duct, re- 
moval of all stones possible, insertion of a double- 
barreled catheter downward into the common duct 
until the tip touches the stones in the ampulla, and 
suture of the wall of the common duct around the 
catheter with 5 silk sutures. On the fifth postopera- 
tive day the first cholangiogram is made with from 
15 to 20¢.c. of warm lipiodol. When there is evidence 
of stone the ether treatment is initiated with ether 
injected “drop by drop.”” The whole procedure may 
be repeated several times a day and continued for at 
least a week, after which another cholangiogram is 
made. With the gradual crumbling of the stone the 
tube can be passed easily through the open papilla 
into the duodenum. The time required for the dis- 
solution of stones varies greatly and depends upon 
many factors. In many instances the patient has 
been dismissed from the hospital after 14 days with 
the choledochostomy tube in place and then treated 
as an out patient. The time required for the dissolu- 
tion of calculi varies from 1 to 6 weeks. The great 
advantage of this method rests in its safety and 
harmlessness. SAMUEL J. Focetson, M.D. 


The Anatomy of the Pancreatic Ducts. The Etiolo- 
gy of Acute Pancreatitis. Jown Howarp and 
Jones. Am.J. M.Sc., 1947, 214: 617. 


The anatomy of the pancreatic duct system and of 
its relationship to the lower end of the common bile 
duct has been a subject of much interest since 1901 
when Opie first presented his “common channel” 
theory of the etiology of acute hemorrhagic pan- 
creatitis. This theory found its origin in Opie’s now 
classic study of specimens removed at autopsy in a 
case of acute hemorrhagic pancreatitis in which a 
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small biliary calculus was found impacted in the 
papilla of Vater, converting the duct of Wirsung and 
the common bile duct into a common channel, so 
that there had been a reflux of bile into the main 
pancreatic duct. The theory that the pancreatitis 
had been caused by the reflux of bile into the pan- 
creatic tree was well founded because Claude Ber- 
nard had previously shown that the injection of a 
mixture of bile and olive oil into the pancreatic duct 
produced the disease in experimental animals. Opie’s 
theory has subsequently been the subject of much 
study and considerable criticism; but many authors 
now agree with the opinion of Dragstedt that the 
common channel theory probably explains 60 to 70 
per cent of cases of the disease in man. 

It was originally thought that a calculus impacted 
at the ampulla of Vater was responsible for the for- 
mation of a common channel in all cases of pancreati- 
tis, but subsequent studies of specimens at autopsy 
have shown that a calculus is the obstructing agent 
in not more than 1o per cent of clinical cases of this 
disease. On the basis of Archibald’s work in animals, 
it is now believed that segmental spasm of the sphinc- 
ter of Oddi is the obstructing agent which creates the 
common channel in the majority of clinical cases of 
the disease. 

There are 2 important prerequisites that must be 
fulfilled before Opie’s common channel theory can be 
accepted. The first of these, as Opie realized, is that 
the anatomic possibility of the formation of a com- 
mon channel in a reasonable percentage of people 
must be established. It is obvious that the 2 ducts 
must unite to form a common ampulla before empty- 
ing into the duodenum and that the union must occur 
at a sufficient distance from the duodenal orifice to 
allow for obstruction of the orifice without obstruc- 
tion of either of the ducts. 

That a common channel exists in a limited number 
of persons has been proved in vivo by cholangio- 
graphy. This study does not necessarily demonstrate 
all cases in which reflux is possible, but it does offer 
evidence in vivo that reflux is anatomically possible. 

The present study consisted of examination of 150 
fresh, unfixed specimens consisting of pancreas, duo- 
denum, and common bile duct removed intact at 
autopsy at the Philadelphia General Hospital. 

In 81 of 150 cases (54%), a common channel was 
created by the methods described, and reflux of the 
injection fluid into the duct of Wirsung occurred. In 
69 (46%) no reflux was demonstrated. 

A patent duct of Santorini connecting the duct of 
Wirsung with the duodenum was demonstrated in 
36 per cent of 150 cases. 

In 44 per cent of the 81 cases in which reflux at the 
ampulla of Vater occurred, a patent duct of Santorini 
connecting the duct of Wirsung with the duodenum 
was demonstrated. 

The authors conclude that this evidence confirms 
the finding of Cameron and Noble that the anatomic 
possibility for the formation of a common channel at 
the ampulla of Vater exists in at least 50 per cent of 
persons. BENJAMIN GOLDMAN, M.D. 
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Carcinoma of the Islets of Langerhans. Review of 
the Literature. BENJAMIN S. GorDON and RENzO 
G. Outvett!. Gastroenterology, 1947, 9: 409. 

In the introduction of this paper the authors 
point out that prior to the discovery of insulin in 
1922 very little interest existed in the subject of 
pancreatic islet cell tumors. However, since the 
great discovery of Banting and Best, interest in 
these neoplasms has been progressively intensified. 

Yet the number of islet cell tumors which are 
indubitably malignant are very few. The authors re- 
gard direct invasion of other organs or metastases as 
their criterion of malignancy. Classification of 
malignancy on the basis of histologic appearance 
alone is not acceptable evidence by the authors’ 
standards. They have culled 20 cases from the 
literature and these are briefly reviewed; in addition 
they present in detail 2 of their own cases. 

The authors conclude that carcinoma of the islets 
of Langerhans is a rapidly growing tumor which 
occurs more commonly in males, is more frequent in 
middle life, may or may not produce hypoglycemia, 
arises most often in the tail of the pancreas, and 
metastasizes quickly and widely to neighboring and 
distant structures, but most often to the liver and 
to nearby lymph nodes. 

The duration of illness from the first definite 
symptoms to the time of death is variable. Of the 
19 patients in whom the duration of illness was re- 
ported, the largest number (8) had their first symp- 
toms 6 months prior to death. 

A discussion concerning the pathogenesis of islet 
cell tumors is presented, and the authors conclude 
that the islet cells develop by a process of differentia- 
tion from the epithelium lining the smaller pan- 
creatic ducts. Tumors may arise from mature well 
differentiated islet cells or from undifferentiated 
ductal epithelium. Epwarp F, Lewsson, M.D. 


MISCELLANEOUS 
Neurogenic Abdominal Sarcoma (Sarcoma _neuro- 
genico abdominal). J. A. PREsNo ALBARRAN, F. 
P£REz Montes, J. A. AcostA MonTEJO, and M. S. 
BALANDRIN. Rev. med. cir. Habana, 1947, 52: 329. 


Theauthors present a case of acute abdominal crisis 
from ahemorrhagic neurosarcoma of the mesosigmoid 
The patient was a 61 year old woman who was suf- 
fering from acute abdominal pain and fever. Exam- 
ination revealed a hypogastric tumor on the left side 
with exquisite abdominal tenderness over the area. 
Shock appeared imminent and a tentative diagnosis 
of torsion or rupture of an ovarian cyst was made. 
Emergency operation revealed a large gray tumor 
with the appearance and consistency of the cerebrum. 
The mass was loosely attached to the anterior pari- 
etal peritoneum and to the fundus of the uterus, and 
was firmly embedded in the posterior parietal peri- 
toneum and mesosigmoid from which it obtained its 
blood supply. Recent hemorrhage was evident and 
the pouch of Douglas was found to be filled with 
clotted blood. 

The tumor was removed in its entirety. Complete 
recovery followed a stormy postoperative course and 
there was no evidence of the disease on roentgen ex- 
amination 15 months later. 

The tumor was the size of a grapefruit, irregularly 
ovoid, and its cellular components showed frank sar- 
comatous characteristics associated with glial nerve 
elements. A review of the literature revealed only 8 
other indisputable similar cases. Histogenic studies 
showed the origin of the tumor to be from the sheath 
of Schwann. 

The article gives a good summary of the history, 
histogenesis, etiology, frequency, location, patho- 
logic anatomy, clinical study, symptoms, course, 
prognosis, and treatment of this disease. 

STEPHEN A. ZIEMAN, M.D. 
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A Personal Method for the Surgical Cure of Uterine 
Retroflexion (Processo personale per la cura chirur- 
gica della retroflessione uterina). GruL10o REccHIA. 
Ann. ital. chir., 1947, 24: 392. 


A new method for the operative correction of re- 
troflexion of the uterus is described by the author. 
One car foretell, by the results obtained from the one 
case reported, that this type of repair does not ex- 
pose the uterus to the grave danger of rupture dur- 
ing the contractions of labor. Even though there are 
uterine modifications, the technique is simple. 

A suprapubic transverse incision is made through 
the skin and subcutaneous tissue. After the fascia 
is incised by means of a vertical incision, the rectus 
muscles are retracted laterally and the peritoneum is 
opened. The uterus is exteriorized and the retro- 
flexion is reduced manually. Next, a semicircular 
incision is made on the superior-anterior surface of 
the fundus down to the first and second layers of the 
myometrium. The curved portion of the incision is 
superior while the open ends are inferior. The super- 
ior lip is imbricated over the inferior lip and fixed in 
place with sutures, to correct the retroflexion: The 
length and height of the limb should be in proportion 
to the volume of the organ and to the degree of 
flexion. ARTHUR F. Crpotta, M.D. 


Radical and Conservative Treatment of Uterine 
Ruptures (Sobre tratamiento radical y conservador 
de las roturas uterinas). CARMEN LOENNBERG 
ARANA. Arch. Soc. cir. hosp., Santiago, 1947, 17: 470. 


Within a period of 6 years and 5 months, beginning 
with 1941, 22 patients with uterine rupture during 
labor were operated upon at the Ramén Barros Luco 
Hospital; 13 were submitted to hysterectomy and 9 
to simple laparotomy with repair of the lesions. 

The first group included 5 complete ruptures and 
8 subserous ruptures. The rupture involved the 
lower segment in 6 cases, the lower segment and the 
body in 6, and the body only in 1 case; it was due to 
an obstetrical maneuver (usually internal version) 
in 8 cases, to faulty assistance in the home in 3, and 
to spontaneous evolution at the hospital in 2 cases. 
Factors favoring the rupture were the presence of a 
cesarean section scar in 2 cases, low placental inser- 
tion in 3, and myomatous degeneration of the uterus 
in 1 case. The operation was performed immediately 
after the accident in 8 cases and a number of hours 
after the accident in the remaining 5 cases. There 
were 5 deaths, a mortality rate of 38.4 per cent; the 
cause of death was acute anemia and shock in 3 pa- 
tients, peritonitis in 1 patient, and pyemia with mul- 
tiple suppurative foci, despite sulfonamide and pen- 
icillin therapy, in 1. 

The second group included 2 complete ruptures 
and 7 subserous ruptures. The lesion was confined 


to the lower segment in 8 cases and extended to the 
uterine body in 1 case; it was due to previous ob- 
stetrical maneuvers in 5 patients, to faulty assistance 
in the home in 3, and to spontaneous evolution at the 
hospital in 1 patient. The rupture occurred in a 
cesarean section scar in 2 cases. Repair consisted of 
simple suture of the lesion, or suture associated with 
isolation of the involved area of the peritoneal cavi- 
ty; drainage also was used, and all patients were 
given sulfonamides or penicillin locally and intra- 
venously. There were 3 deaths, a mortality of 33.3 
per cent; the cause of death was acute anemia in 2 
patients and septicopyemia in 1 patient. Of the 3 
patients in whom simple suture was used, with drain- 
age of the peritoneal cavity in 1 patient and local 
sulfonamide in 2 patients, 2 died. Of the remaining 
6 patients in whom suture was combined with isola- 
tion of the involved area, only 1 died as a result of 
the development of infectious dehiscence of the uter- 
ine suture. 

The author feels justified in concluding that, apart 
from the clinical conditions which must guide the 
conduct of the surgeon, the surgical technique and 
the anti-infectious measures actually used in cesarean 
section are of great importance in the conservative 
treatment of uterine ruptures. 

The mortality rates for the two groups of cases 
should not lead to the belief that the advantage lies 
in conservative treatment. The apparently more fav- 
orable results in these cases were due to the different 
clinical conditions under which treatment was in- 
stituted. The first group included 5 complete rup- 
tures and 7 lesions which involved the uterine body, 
while the second group included only 2 complete 
ruptures, and 1 spreading to the uterine body. The 
conservative treatment cannot be applied in all cases. 
The problem consists in judging whether the condi- 
tion would respond to conservative treatment, while 
keeping in mind that radical operation offers the best 
guarantee for the survival of the patient. 

RIcHARD KEMEL, M.D. 


New Experimental Contribution to the Study of the 
Pathogenesis of Fibromyoma of the Uterus. 
(Nouvelle contribution experimentale a l’etude de la 
pathogenie du fibrome uterin). J. Ducurinec, P. 
GuitHeM, and C. Brmes. Gyn. Obst., Par., 1947, 46: 
432. 


In a previous paper the authors discussed the 
various anatomicoclinical and experimental factors 
favoring the theory of hyperfolliculin in the produc- 
tion of fibromyomas of the uterus. The two main 
criticisms held against such a theory are the incon- 
stancy of endometrial adenocystic hyperplasia in the 
bearers of fibromyomas, which is considered the best 
test for determining the hyperfolliculin syndrome, 
and the existence of essential differences between the 
spontaneous and the experimental fibromyoma. 
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A first series of experiments allowed the authors to 
answer these criticisms. Massive doses of estradiol 
benzoate were administered to young guinea pigs, 
intact or castrated, at weekly intervals for several 
months. From these experiments three important 
conclusions were derived: 

1. The adenocystic endometrial hyperplasia is not 
only inconstant but purely coincidental. The for- 
mation of cysts in the hyperplastic myometrium 
results from obliteration of the glandular ducts by a 
fibrous process. 

2. The experimental lesions of the myometrium 
were polymorphic. Between these lesions and those 
of the spontaneous fibromyoma there is a definite 
difference, but the similarities between the two by 
far exceeded the dissimilarities. 

3. The vascular factors play a fundamental role 
in the genesis and growth of a large number of exper- 
imental tumors. The proliferation of the vascular 
endothelium is the origin of numerous genital and 
extragenital tumors which are at first small angioma- 
tous formations. An extensive fibrosis transforms 
the angiomatous nodules into an homogenous fibrous 
mass. This fibrous necrosis chokes the hyperplastic 
reactions of the connective tissues and epithelium. 

Believing that a relation might exist between the 
degree of the fibrous process and the size of the doses 
of injected hormones, a second series of experiments 
was carried out by the authors, using much smaller 
doses of estradiol benzoate. The results were in 
conformity with the authors’ expectations, namely, 
if the fibrous reaction is still present, the hyperplastic 
phenomena are more evident and varied. 

The nature of the cells which participate in the 
hyperplasia of the uterine muscles during gestation 
and various pathological experimental conditions 
has always been a matter of controversy. The 
authors quoted Keeffer, who stated that the multi- 
plication of smooth muscle fibers results from a mus- 
cular differentiation (metaplasia) of the connective 
elements, the fibroblasts. These fibroblasts would 
exist in the nonpregnant uterine muscle, but they 
would be hidden between the smooth muscle fibers. 

The authors claim that in the guinea pig there are 
no cellular elements similar to the fibroblasts de- 
scribed by Keeffer. In the hyperfolliculinized female 
animal, the increase in number of the smooth muscle 
fibers is not the result of differentiation of pre- 
existing elements; it is conditioned by the prolifera- 
tion of the vascular endothelium and the connective 
tissue cells surrounding them. These later on differ- 
entiate into smooth muscle fibers which, by peripher- 
al apposition, form a regular thickening of the mus- 
cular fasciculi. 

By studying the microscopic slides of the myo- 
metrium, the authors have noticed mitoses to be 
most numerous in the external layers of the circular 
tunica. At this level there are large congested venous 
capillaries. Undoubtedly there is a relationship be- 
tween the passive congestion and the degree of hy- 
perplasia. It is probable that the passive congestion 
of certain vascular areas is in close relationship with 


special vascular elements present in the uterine wall, 
the action of which is perhaps initiated through 
sympathetic or parasympathetic nervous elements in 
response to hormonal excitation. 

In the authors’ opinion the excess of folliculin is 
the causative factor in the development of fibromyo- 
ma of the uterus. Furthermore, the vascular reaction 
plays a fundamental role in the mechanics of its 
development. GERARD Gacnon, M.D. 


Data on the Treatment of the Fibromyomas of the 
Uterus Observed in 1945 and 1946, at the Ob- 
stetric and Gynecologic Clinic of Strasbourg 
(Remarques sur le traitement des cas de fibromyomes 
de l’utérus observés dans 1945 et 1946 a la Clinique 
d’Obstétrique et de Gynécologie de Strasbourg). R. 
KELLER and Pu. Paquet. Rev. fr. gyn. obst., 1947, 
42: 193. 

Two hundred and fifty-one patients with fibro- 
myoma of the uterus were seen by the authors from 
May, 1945 to July, 1946. A review of this series 
showed that 61 patients were in the fourth decade, 
146 in the fifth decade, 42 in the sixth, and 2 in the 
seventh. In 22 patients the fibromyoma was silent 
and was an incidental finding. In 16 instances the 
fibromyoma was a complicating factor of pregnancy; 
all but 2 of the 16 patients carried their pregnancy to 
full term. All of the patients experienced one or 
more of the following symptoms: (1) pain, (2) vagi- 
nal bleeding, (3) pressure, (4) dysuria, (5) weight 
loss, (6) increase in size of the abdomen, and (7) dys- 
pepsia. 

Conservative or medical treatment was used in 
100 patients (40%), with 6 failures. This consisted 
of the administration of from 150 to 400 mgm. of 
acetosterandryl a month. It was given to young 
women with small painless fibromyomas and to old 
women whose general condition was poor. The size 
of the tumor alone was not an indication for opera- 
tion. 

One hundred and forty-seven patients (57%) were 
operated upon. The authors recommend operation 
when dealing with painful myomas, even if small; 
myomas producing pressure symptoms; fast grow- 
ing tumors; myomas associated with severe hemor- 
rhage; intraligamentary and cervical myomas; myo- 
mas refractory to roentgen therapy; and obscure cases 
in which a definite diagnosis cannot be made clinically. 

The operation of choice in the authors’ opinion is 
myomectomy, since the possibility of future preg- 
nancy is preserved. Myomectomy is advocated (1) 
for women less than 35 years of age; (2) for sterile 
women; (3) when fibromyoma is associated with 
pregnancy; (4) when the growth, however large, is 
on the fundus; and (5) when fibromyomas are asso- 
ciated with prolapse. Myomectomy is carried out 
during pregnancy if the tumor is fast-growing or 
painful, or if the fibromyoma is associated with re- 
troversion of the uterus. Myomectomy is seldom 
performed during labor because of the high incidence 
of infection. During the postpartum period hysterec- 
tomy is preferred if infection already exists. 
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Myomectomy is contraindicated for: (1) patients 
over 45 years of age; (2) tremendously large tumors; 
(3) the presence of inflammatory lesions of the ad- 
nexa; (4) the presence of carcinoma of the fundus or 
cervix; (5) fibromyomas associated with hemorrhage; 
and (6) fibromyoma of the cervix. Cervical erosions 
are not a contraindication to myomectomy. 

Supracervical hysterectomy was carried out 94 
times with preservation of one or both adnexa, and 
18 times with removal of the adnexa. Cancer arising 
from the cervical stump is uncommon according to 
the authors, who reported 3 cases among 21. Total 
abdominal hysterectomy was performed 5 times. 
Vaginal hysterectomy was done only when the 
growth was small and the uterus freely movable. 
Six patients were treated with radium and 4 were 
treated with roentgen rays. The authors believe 
roentgen therapy is indicated when dealing with 
large tumors after failure of medical treatment when 
the general condition of the patient does not war- 
rant surgery. The authors reported 2 operative 
deaths (1.4%). The reported morbidity was very 
low. GERARD GaGnon, M.D. 


Limits of the Differential Histopathologic Diagnosis 
between Adenocarcinoma of the Cervix and 
Adenocarcinoma of the Uterine Body (Limiti 
della diagnosi istopatologica differenziale fra adeno- 
carcinoma della cervice e adenocarcinoma del corpo 
dell’ utero). Eucrnto Lenzi. Riv. ital. gin., 1946, 
20: 404. 

A comparative study of the histopathology of 14 
adenocarcinomas of the cervical canal and 55 adeno- 
carcinomas of the uterine body revealed no charac- 
teristic elements which could be considered con- 
clusive for the differential diagnosis of the two tu- 
mors, but if the elements prevailing in each of the 
two forms are taken into account and evaluated to- 
gether instead of separately, it will occasionally be 
possible to arrive at a highly probable diagnosis by 
observing the following characteristics: 

1. Although the secretion of mucus does not be- 
long exclusively to cervical carcinoma, it is more 
frequent and abundant in this tumor; if a secretion 
is found also in adenocarcinoma of the uterine body, 
it is not always one of mucus and it is therefore an 
excellent rule to apply the specific staining method 
for mucus so as to confirm or exclude the presence 
of the substance. 

2. In cervical carcinoma there is a certain uni- 
formity and an equality in the degree of maturity 
of a given portion of the tumor, even if examined in 
various zones, while in adenocarcinoma of the uterine 
body there is a certain polymorphism and a diver- 
sity in the degree of maturity of the epitheliomatous 
proliferation. 

3. In cervical carcinoma an inverting type of de- 
velopment seems to prevail, while in adenocarcinoma 
of the uterine body the preceding development is es- 
pecially associated with the everting type, and more 
particularly if the tumor has a tendency toward a 
papilliferous picture. 


4. In cervical carcinoma it is easier to find a small 


cell infiltration and a histoid reaction. 

5. Necrotic phenomena, which are not rare in 
tumors of the uterine body, would seem to be more 
frequent in cervical carcinoma, together with some 
degree of hyaline degeneration of the stroma. 

The histopathologic diagnosis is conclusive only 
when the examined material presents tracts of 
healthy tissue in one of the localizations in such 
continuity with the epitheliomatous proliferation as 
to leave no doubt about the origin of the neoplasm 
from the specific epithelial matrix of the site. In 
other cases the histologic findings play only a comple- 
mentary and confirmatory role, and the differential 
topographic diagnosis between tumor of the uterine 
body and that of the cervical canal must depend 
especially on the evaluation of the clinical data pro- 
vided by the gynecologic examination, the symp- 
tomatology and the information obtained from 
curettage, first of the cervical canal and then of the 
uterine cavity, performed separately in two stages. 

RicHARD Kemet, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Anatomoclinical Contribution to the Knowledge of 
Granulosa Cell Tumors (Contributo anatomo- 
clinico alla conoscenza dei tumori della granulosa). 
Massimo Macciotta. Riv. ital. gin., 1946, 29: 471. 


Histologically, granulosa cell tumors present a 
marked structural polymorphism as some have a dis- 
tinctly epithelial aspect and others a frankly con- 
nective tissue aspect, while still others show a 
combination of the two, giving rise to various pic- 
tures which are difficult to interpret and can only be 
individualized by repeated histologic and histochem- 
ical examinations associated with a study of the es- 
trogenic substances. This polymorphism would be 
better explained by the concept that the elements of 
the granulosa are not of epithelial but of mesenchy- 
mal origin. The structural variability would thus 
appear more understandable, especially if it is kept 
in mind that the cells of the granulosa may give rise 
to neoplastic forms at any time of their development 
and in various phases of their differentiation. 

Macciotta has made a histologic study of a solid 
tumor of the left ovary removed from a woman 46 
years of age who, 2 years previously, had had amen- 
orrhea for 13 months followed by menstruations of 
menorrhagic type which appeared every 15 to 20 
days and later assumed a serious metrorrhagic char- 
acter. Although numerous preparations from vari- 
ous parts of the tumor were examined, it was impos- 
sible to demonstrate the presence of any follicles of 
de Graaf, or of normal ovarian tissue; the entire tu- 
moral mass seemed to consist of neoplastic elements 
only. These were of two types: (1) more or less abun- 
dant fusiform cells of connective tissue aspect with 
some indications of hyaline degeneration, and (2) 
massive groups of cells of various sizes, more or less 
well stained and nearly always with blurred contours, 
staining like epithelial elements with the methods 
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for connective tissue, but developed in a fine argen- 
tophile network with which they are intimately con- 
nected; for the time being, these cells are called epi- 
thelioid cells to facilitate description. 

Because of their characteristics the fibroblastic 
elements can easily be classified from the histogen- 
etic point of view as thecal cells which are only slight- 
ly differentiated and show no tendency toward lute- 
inization, but classification of the epithelioid cells, 
which constitute the major part of the tumor, is more 
difficult. Their morphologic characteristics do not 
agree with those accepted for the cells of the theca 
and the granulosa, whether these cells are only 
slightly or greatly differentiated. The absence or at 
least the scarcity of intercellular fibrillary network 
militates against their thecal origin, as does also the 
poor amount of lipoid without birefringence observed 
in them. The absence or scarcity of intercellular fi- 
brils and of fatty substances, together with the pre- 
sence of peculiar arrangements in rosette form of 
some of the elements, would suggest that these cells 
have originated from the granulosa but have no ten- 
dency to luteinization and even maturation. They 
would consequently be immature elements of the 
granulosa. In addition, there would be some cells of 
thecal origin, which would be a normal finding. 

In the present case there were not only a few the- 
cal elements but numerous tracts of them with pre- 
vailingly peripheral arrangement, as opposed to the 
more central arrangement of the cells of granulosa 
origin. This tumor would thus be a mixed one com- 
posed of immature cells of the theca and granulosa. 

On the basis of these observations and consider- 
ations, the diagnosis of granulosa cell tumor was 
made. No macroscopic or microscopic suggestion of 
malignancy was found and the clinical condition of 
the patient at the time of the author’s study allows 
the hope that cure will be permanent. 

RICHARD KEMEL, M.D. 


EXTERNAL GENITALIA 


A Roentgenological Study and the Surgical Treat- 
ment of Congenital Transverse Occlusion of 
the Vagina (Etude radiologique et traitement 
chirurgical des cloisons transversales du vagin 
d’origine congénitale). A. GRANJON. Gyn. obst., 
Par., 1947, 46: 303. 

Complete occlusion of the vagina without any 
opening is extremely rare. Different methods have 
been used for repair of this malformation. The old 
method of excising the occluding membrane from 
below has been abandoned by many men because of 
the danger of secondary infection. Cases of fatal 
peritonitis after operation have been reported in the 
older literature. On the other hand, the extravaginal 
way of repair by laparotomy is unnecessary in most 
cases and is a bigger intervention than is justified by 
the condition. Furthermore, the modern methods of 
local and systemic chemotherapy assure effective 
protection against infection from the vagina. 

Before deciding on the method of procedure, the 
author performs a celioscopy in every case. If the 
tubes are distended, laparotomy is indicated to treat 
the hematosalpinx by incision or resection. If the 
tubes appear normal, the diaphragm is opened by 
simple incision and the hematocolpos is evacuated. 
The condition of the uterus and adnexa is investi- 
gated, and, if the cervix is open, the uterus is evacu- 
ated. The plastic repair of the occluding membrane 
is postponed to a second operation. 

In the more common cases of incomplete occlusion, 
a catheter is introduced through the opening in the 
membrane, and lipiodol is injected through the ori- 
fice in the membrane for colpohysterosalpingography. 
In these cases, celioscopy is unnecessary as the per- 
meability of the tubes can be verified by the sal- 
pingography. As to the surgical technique, the au- 
thor is opposed to simple excision of the membrane 


Fig. 1 (Granjon). Frontal section of the vagina; schematic drawing of the inci- 
sions of the 2 aspects of the diaphragm. Inferior aspect: V-shaped incision; superior 


aspect: anteroposterior incision. 


Fig. 2. Inferior aspect of the diaphragm after incision in shape of V. The point 
of the V is at the orifice of the diaphragm. The flap of the dissected inferior mu- 


cosa is temporarily reflected downward. 


Fig. 3. Superior aspect of the Giaphragm. After anteroposterior incision the two 
edges of the superior mucosa are separated. 
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6 


5 
Fig. 4 (Granjon). The inferior flap is reflected upward between the two edges of 
the incised mucosa. Point A is brought up to A’; point B is brought up to B’. 


Fig. 5. There is an excess of the su 


rior mucosa at the two lateral angles. 


Fig. 6. The excess of the mucosa of the external border is utilized for plicating, 


which increases its width. 


because it often results in strictures and mutilating 
scars. The mucosa covering the occluding membrane 
from above and below is really a part of the vaginal 
mucosa. Therefore, as much as possible of this val- 
uable material should be saved. The author reports 
6 of his own cases in detail and describes his tech- 
nique of plastic repair. _WeRNeR M. Sormitz, M.D. 


MISCELLANEOUS 


Dysmenorrhea and Ovulation: Correlation of the 
Effect of Estrogen Therapy on Pain, the Endo- 
metrium, and the Basal Body Temperature. 
Loren W. Haus, JosepH W. GOLpzIEHeER, and E. 
C. HAMBLEN. Am. J. Obst., 1947, 54: 820. 


One of the most striking characteristics of func- 
tional dysmenorrhea is its invariable correlation with 
a progestational endometrium or an ovulatory type 
of basal temperature curve. On this basis it has been 
concluded that ovulation is a prerequisite for dys- 
menorrhea, and treatment aimed at the suppression 
of ovulation has been undertaken. The authors have 
attempted to correlate the response to therapy with 
various dosage levels of estrogen. 

The effects of treatment were studied during 228 
cycles of 50 patients. In the evaluation of data, 
treatment was considered successful only when there 
was complete relief of pain. In most instances in 
which there were failures, there was partial relief of 
pain, but the large personal factor which enters into 
the interpretation of ‘partial relief’? renders these 
results of questionable value. 

In the untreated cycles, 46 biopsies showed pro- 
gestational endometriums, all of which were asso- 
ciated with dysmenorrhea. In those women with 
dysmenorrhea in whom an estrogenic endometrium 
was encountered, no pain was present during that 
particular cycle. According to basal temperature 
records, all patients showing an ovulatory rise com- 
plained of pain. 

Progressively larger percentagés of patients be- 
came pain-free as dosage levels of premarin (estrone 


sulfate) or diethylstilbestrol were used; 72.7 per cent 
were totally pain-free when treated with from 4o to 
60 mgm. of diethylstilbestrol. 

In order to establish the optimal dosage for the 
individual patient, the authors conclude that it is 
advisable to follow treatment with endometrial bi- 
opsies or determinations of the basal temperatures. 

No gross menstrual disturbances followed the 
described schedule of estrogen administration, al- 
though the dosage given to some patients was rela- 
tively large. 

The presence either of progesterone or of its physi- 
ologic effects is a prerequisite for dysmenorrhea. 
Although it is initiated by progesterone, other de- 
tails of the pathogenesis of dysmenorrhea are un- 
known. Joun R. Wotrr, M.D. 


The Surgical Treatment of Stress Incontinence in 
the Female. A Report of 47 Cases. (Piispévek 
k otdzce chirurgické létby relativni inkontinence 
mote u Zen. Zprava 47 operovanych pffpadech). 
Jarostav_ Papovec. Cesk. gyn., 1947, 12: 345. 


Relative urinary incontinence, or “stress incon- 
tinence” as it is commonly designated in the Anglo- 
American literature, predominates in women who 
have borne one or more children. It does not appear 
immediately but later in life when senile relaxation 
of the tissues occurs. A certain number of cases of 
stress incontinence occur, however, in women who 
have never borne children. 

In the 3% years, that is, 1943, 1944, 1945, and a 
part of 1946, 61 women were operated upon for in- 
continence. At the end of 1946 a questionnaire was 
sent out to inquire if the results of the operation had 
been permanent. There were 47 replies and it is on 
these 47 cases that this report is based. 

Of those who replied, 25 reported that the urinary 
control obtained at operation had remained com- 
plete, while the remaining 22 reported that although 
control of the urine had been good following the op- 
erative correction, the incontinence had gradually 
returned in greater or lesser degree after about a half 
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year. However, in only a few instances had the con- 
dition become worse than before the operation. 

This gives a permanent cure rate of only 55.5 per 
cent, but this figure does not tell the true story since 
results have been improving from year to year as the 
operator has gained in experience and as he has al- 
lotted more study to the subject of the relaxation of 
the pubocervical ligament in particular and of the 
anatomy of the internal and external genitalia in 
general. Six women were operated upon in 1943 with 
2 permanent cures, 8 in 1944 with 3 cures, 14 in 1945 
with 7 cures, and 19 in 1946 with 13 ultimate cures. 
Results were better on the whole in younger women. 

No rigid scheme of operative procedure was ob- 
served; the operative procedure to be followed was 
planned for each individual condition present. In 
the younger women with a simple stress inconti- 
nence, accompanied perhaps by cystocele, an anter- 
ior colporrhaphy was frequently all that was done. 
In the cases in which there was no evidence of down- 
ward displacement of the vesical neck other than 
mild displacement of the carinae urethralis when the 
patient contracted the abdominal muscles, pleating 
of the urethral sphincter in the midline by Stoeckel’s 
method, or Kelly’s mattress suture was resorted 
to. In these cases the author’s modification of this 
operation was usually added. This consisted in a 
second line of sutures over the first but with pli- 
cation of the relaxed tissues of the pubocervical fas- 
cia at right angles to the deeper suture line. The old 
Pavlik (Pawlik) method of urethral advancement, 
as modified by Berkow-Burger, may be resorted to 
in the conditions which seem to require a lengthen- 
ing and narrowing of the urethral lumen in addition 
to supportive procedures. Asa rule, the operation of 
uterine interposition was reserved for the patients 
in whom the incontinence had recurred after the pre- 
vious operation. 

The rather mediocre results of operation, despite 
the evident improvement in later years, have caused 
the author to focus his attention on prophylaxis. In 
addition to care to forstall injury to the urethra, base 
of the bladder, and pubocervical fascia during child- 
birth, attempts are being made to train the bladder 
to empty itself during the puerperium, and exercises 
(Cyriax method) have been instituted to strengthen 
the muscles of the perineum and abdominal wall. 

Joun W. Brennan, M. D. 


Diverticula of Female Urethra (Diverticulos de la 
uretra femenina). R. De Surra CAnarp and J. 
Irazu. Rev. argent. urol., 1946, 15: 481. 


The authors concluded from their endoscopic 
studies that the juxtacervical segment, or the neck 
of the bladder in the female, corresponds to the pros- 
tatic urethra of man, and the lower segment of the 
female urethra corresponds to the vestibular region 
of the male urethra. 

Observations of 14 cases led the authors to the 
conclusion that there are two types of diverticulitis, 
acute and chronic. Purulent and catarrhal types of 
acute processes may be distinguished. 


Fig. 1 (Canard and Irazu). The diverticulum separates 
the labia of the vulva. 


Diverticula may produce a variety of symptoms 
according to their size, location, and evolution. The 
condition may be easily confused with inflammatory 
lesions of other organs. 

Palpation of a tumefaction in the anterior vaginal 
wall, congestion of the ducts of Skene’s glands, re- 
sults of endoscopic examination, and urethrography 
help to establish the diagnosis. 

Acute catarrhal diverticulitis requires the local 
application of drugs, and massage. Small and med- 
ium size diverticula may be treated with the elec- 
tro cautery while larger ones require extirpation. 

Joserpy K. Narat, M.D. 


Urethroceles. D. K. Rose. J. Urol., Balt., 1947, 58: 
349. 


By the use of a graphic method the author wishes 
to offer ideas for analyzing and diagnosing the various 
types of urethrocele which may be seen in the daily 
practice of urology. An anatomically prepared fe- 
male pelvis was presented which had been cut sagit- 
tally and accurately in the midline. It showed 
fibrous urethral attachments from the symphysis 
pubis to the urethral meatus, the posterior urethra, 
and to the anterior bladder wall. The latter two at- 
tachments spanned the internal bladder orifice. In 
addition, the triangular ligaments supported the mid- 
urethra as well as delineated its membranous portion. 
Anterior, posterior, or complete urethroceles occur 
when any or all of these supporting attachments are, 
or become, insufficient. 

Function of the bladder is altered whenever the 
viscus or its outlet becomes displaced, either because 
the pelvic floor support fails, or the urethral attach- 
ments are injured, in the latter case with or without 
strong pelvic floor support. The position in which 
the bladder is maintained plays an important part 
because of the transmitted pelvic muscle support and 
fibrous and urethral attachments. 
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The trigonal muscle smooths down the mucous 
membrane of the internal orifice but alone does not 
open the internal orifice and posterior urethra. This 
action, the author believes, is accomplished mainly 
by a voluntary downward pull of the anterior perineal 
muscle. 

When the internal orifice sags, most frequently as 
a result of childbirth damage, although this condition 
may be congenital or neurogenic in etiology, then a 
sudden impact such as is caused by a cough or sneeze 
may cause leakage (stress incontinence). 

Residual urine may be found “‘back” of urethro- 
celes as a result of imperfect action of the internal 
orifice region, a sag of the bladder greater than that 
of the internal orifice, or a spastic internal orifice, 
with or without a sagging bladder base. Residual 
urine adds to the frequency of stress incontinence, 

A cystourethrocele results entirely from the low- 
ered, sagging bladder and internal orifice. Both 
move forward when the patient voids. 

Cystoscopic diathermy to the areas of hyperplastic 
urethritis and/or dilatation of the internal orifice, or 
possibly transurethral resection of a glandular hyper- 
plasia or scar contracture at the internal orifice, may 
give satisfactory symptomatic relief. 

In nearly every instance, surgical repair should be 
performed anteriorly from the urethral meatus and 
should include repair and strengthening of the 
pelvic floor. FREDERICK A. Litoyp, M.D. 


The Treatment of Vesicovaginal Fistula; Presenta- 
tion of 4 Cases Successfully Operated upon 
(Tratamiento de la fistula vesicovaginal; presenta- 
cién de cuatro casos operados con éxito). R. VARCAS 
— Arch. Soc. cir. hosp., Santiago, 1947, 17: 
487. 

After the patient has been carefully examined 
to ascertain the localization, extent, and condition 
of the fistula, the local and urinary infection must 
be completely eradicated before operation is at- 
tempted. During this preliminary treatment, the 
necessary vesical rest is obtained by suction with an 
appropriate apparatus, and the general condition of 
the patient is improved by transfusions and rest. 
The vaginal route of operation is used for low fistulas 
which are located in the vesical neck or trigone; for 
those which are located behind the trigone he uses 
the transvesical route. In general, he prefers to 
operate through the vagina because it is easier and 
the patient is exposed to less shock. The patient is 
placed in a ventral decubitus position for the vaginal 
route of operation and in a dorsal decubitus posi- 
tion for the transvesical route. 

An incision is made around the fistula, about 0.25 
cm. from its border, including the whole vesical or 
vaginal wall, depending on the route of operation. 
The two walls are separated by cutting with curved 
scissors. Immediately the deep plane which carries 
the small collar of the fistula is seen to retract. This 
plane is closed with U sutures which invaginate the 
fistula toward the vagina when the transvesical 
route is used, and toward the bladder when the vagi- 
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nal route is used. The suture material is chromic 
catgut. When the deep plane is completely closed, - 
the edges of the superficial plane are united with per- 
forating U sutures which insure that these edges 
remain invaginated toward the bladder in the trans- 
vesical operation and toward the vagina in the vagi- 
nal operation, thus guaranteeing good healing. An 
indwelling catheter is then fixed with catgut to the 
labia minora and the suction apparatus is installed 
for 2 weeks. When the hypogastric route is used, an 
obstructed Pezzer catheter is also installed to make 
sure that the apparatus functions well. Sulfona- 
mides and penicillin are given from 2 days before 
operation to a few days after it. 

Four patients were successfully treated by this 
method. The vesical approach was used in 3 cases 
and the vaginal approach in 1 case. 

RIcHARD KeEmEL, M.D. 


The Prophylactic Treatment of Operative Gyneco- 
logical Infections in the Course of Radium 
Therapy (Sul trattamento profilattico delle infezioni 
operatorie ginecologiche e delle infezioni in corso do 
radiumterapia). GuISEPPE VALLE. Ginecologia, 
Tor., 1947, 13: 353- 

The author discusses the criteria for the choosing 
of methods of immunity, chemotherapy, and anti- 
biotics in the prophylactic treatment of operative 
gynecological infections. 

The injection of foreign protein increases the num- 
ber of leucocytes and phagocytes; its action is also on 
the formation of antibodies and the stimulation of 
the reticuloendothelial system. 

The author advocates sulfonamides prophylacti- 
cally, with the following procedure of administration: 
from 6 to 8 gm. of the drug are given by mouth 24 
hours before surgery. On the day of surgery, 5 c.c. of 
a 20 per cent solution are given intravenously. After 
surgery, 6 to 9 gm. of the drug are given every 4 
hours until the patient is out of danger, or the sul- 
fonamide blood level reaches 15 mgm. With this 
plan good results were obtained. 

Although the author has not had much experience 
with the prophylactic use of penicillin, he cites the 
following advantages of penicillin over sulfonamides: 
(1) quick bacteriostatic action, (2) absence of secon- 
dary toxic actions, which allows a larger dose and 
prolonged treatment even in poor operative risks, 
and (3) the greater diffusibility of penicillin makes 
possible its action on sulfonamide-resistant organ- 
isms. ARTHUR F. M.D. 


Recurrence of a Bilateral Ovarian Endometriosis 
Following Castration. Favorable Action of 
Testosterone (Récidive d’une endométriose ovar- 
ienne bilatérale aprés castration. Action favorable 
de la testostérone). Emre DELANNoy. Gyn. obst., 
Par., 1947, 46: 533. 


A 42 year old woman, who had ‘never borne chil- 
dren but who had had an abortion at 20 years of age, 
had been suffering from hypogastric pains for about 
15 years. At first the pains appeared only at men- 
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struation time but now there was a constant discom- 
fort, especially marked during the menstrual period 
and predominating on the left side. There was a 
large tumor in the region of the left ovary which had 
pushed the uterus over to the right, and a smaller 
mass in the right ovarian region. At operation the 
ovaries were unrecognizable, their place having been 
taken by tumor masses showing the characteristics 
of endometriosis. Subtotal hysterectomy and bilat- 
eral ovariectomy brought complete relief; however, 
some months later the hypogastric pains recurred, 
predominating on the left side; they were accompan- 
ied by some bleeding. These attacks occurred at the 
habitual time for menstruation. Examination dis- 
closed a tender mass, the size of a large walnut, 
in the left cul-de-sac. Testosterone (acetoster- 
andryl) was started and when 520 mgm. had been 
administered the mass had diminished to half its 
original size. The treatment was continued at the 
rate of 100 mgm. per month and after 2 months no 
trace of the mass could be found. There was now 
only a half day’s bleeding at the menstrual period 
and some heaviness in the left leg. Some months 
later there was no more bleeding and the patient 
was free of pain. 

Histologic diagnosis of the original tumor was 
typical ovarian endometriosis, and the author be- 
lieves that the recurrent tumor was of the same char- 
acter. He believes that the efficacy of the male hor- 
mone in these cases is established; nevertheless, 
there are 3 other methods of treating endometriosis 
(conservative ablation of the tumor itself, castration 
and irradiation therapy) and these may be used alone 
or in combination to fit the exigencies of the indivi- 
dual case. Joun W. Brennan, M.D. 


The Surgical Aspects of Endometriosis (Aspetti 
chirurgici dell’endometriosi). Ennio Arch. 
ital. chir., 1947, 69: 47. 

Adjunctive to, and as motivation for, an extensive 
review of the medical literature with regard to the 
pathogenesis of endometriosis, the author reports 4 
cases from his own personal experience. 

The first case was that of a 45 year old pluriparous 
woman who underwent a subtotal hysterectomy for 
a voluminous fibromyoma of the uterus. During the 
course of the operation a horseshoe-shaped new 
growth partially encircling the sigmoid colon was 
uncovered and extirpated, together with the involved 
section of the gut. This new growth consisted of a 
complex of tubular glandlike structures, containing 
mucus and blood, enclosed in a stroma resembling 
the cell-rich stroma of the endometrium and lined 
with cylindrical epithelium in one or more layers. 
The tumor growth had invaded the serosa, the sub- 
serous connective tissues and the muscularis, but 
had nowhere involved the mucosa of the colon. In 
this case the theory of Sampson—with reference to 
an endometrial transplant by way of a reflux of men- 
strual blood through the tube, as favored by the pres- 
ence of a fibromyoma of the uterus and a propitious 
hormonal milieu—seems to find its ideal application. 


The second patient, a 37 year old multiparous 
woman, had suffered more or less since girlhood 
from a severe anemizing menorrhea and a progressive 
condition of constipation which for the past 8 months 
had at times amounted to a subocclusion. At opera- 
tion, a firm tumor mass the size of a hen’s egg was 
found to be firmly adherent to the rectum on one side 
and to the left side of the vaginal vault on the other. 
The uterus was removed with 2 cm. of the vaginal 
wall and about 4 cm. of the rectum, together with 
the tumor mass. Here again the histological exam- 
ination disclosed the characteristics of an endome- 
trial tumor involving the posterior wall of the vagina, 
the posterior muscular wall of the uterus, and the 
serous and muscular layers of the rectum, but no- 
where involving the mucosa itself. This condition 
is explained as a simple spread of the process by con- 
tiguity from the original lesions in the genital organs 
to the rectum, the impetus to proliferation being 
furnished by the hormonal instability of the period 
immediately preceding the menopause. 

The third case was that of a 40 year old multipara 
in whom an endometriosis of the myometrium—the 
so-called endometriosis interna—was discovered in 
a uterus which had been removed en masse with a 
right-sided pyosalpinx and a left-sided hydrosalpinx. 
It is mentioned as a possible example of the so-called 
phlogistic impetus to endometrial development. 

The fourth case was that of a 40 year old woman 
who had never been pregnant. The appendix had 
been removed when she was 8 years old and the 
wound had drained and suppurated for a consider- 
able period before healing. Thereafter for 32 years 
the cicatrix had shown nothing abnormal; then it 
began to pain during the menstrual periods, and 
later opened and discharged a dark-colored liquid. 
Finally a bluish-black nodule appeared on the out- 
side and continued to increase in size. The nodule, 
together with about 6 cm. of the scar, was excised 
and histologic examination disclosed the usual com- 
plex of apparently interconnected, glandlike struc- 
tures embedded in the typical cell-rich stroma of 
endometriosis. However, in addition to the usual 
picture of endometriosis there was a remarkable 
finding in this case which the author believes has not 
thus far been described. This consisted of areas of 
what appeared to be invasions of young blood vessels 
and sinuses lying in a loose delicate stroma and lined 
with the usual flat layer of endothelium. Closely 
juxta-apposed to these areas were others with other 
blood-containing vessels and sinuses, the lining mem- 
brane of which had become thickened until in places 
the carpeting cells became cubical or even cylindrical, 
in one or more layers, just as in the glandlike struc- 
tures of endometriosis. In these areas the delicate 
supporting stroma of loose connective tissue became 
denser, more cell-rich, and protruded into the lumina 
in the form of papillary elevations typical of endo- 
metriosis. The author did not actually find any 
intercommunications between the young blood ves- 
sels and the mature endometrioid structures, al- 
though they often lay side by side and their general 
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picture suggested such communication; therefore he 
does not attempt to maintain that they are a sub- 
stantiation of the metaplasia theory of R. Meyer. 
He merely presents several figures and allows others 
to draw their own conclusions. He hopes that in 
this manner they will be attracted to contribute to, 
and attempt to further elucidate, this question. 
Joun W. BRENNAN, M.D. 


The Role of Celioscopy in the Diagnosis and Treat- 
ment of Sterility and Ectopic Pregnancy (La 
place de la coelioscopie dans le diagnostic et le traite- 
ment des stérilités et des grossesses ectopiques). 
Raout PALMER and [RENE IMENITOFF. Rev. fr. gyn. 
obst., 1947, 42: 113. 


The authors have performed about 200 celioscopies 
without a mishap, and with only 11 total or partial 
failures. The present report is based on the per- 
formance of 78 celioscopies during the period from 
July, 1945 to July, 1946. 

The following technique is applied: 

1. The cervix is grasped by a tenaculum and, if no 
uterine pregnancy is suspected, a cannula for in- 
sufflation is introduced into the uterus. This permits 
elevation and movement of the uterus to a position 
of anteversion, to open the retrouterine space for 
exploration of the tubes and ovaries. At the same 
time, this measure permits of uterotubal insufflation 
or salpingography in the course of the celioscopy. 

2. Aspecial needle is pushed through the abdomin- 
al wall in the left hypochondrium to produce a 
pneumoperitoneum as preparation for a paracentesis 
with a trocar. 

3. Under local anesthesia, a small skin incision is 
made 4 cm. below the umbilicus, a trocar is introduc- 
ed through this incision, and the stiletto is replaced 
by the peritoneoscope. 

4. The patient is placed in Trendelenburg position 
to rid the pelvic cavity of intestinal loops, and an 
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assistant manipulates the uterine cannula to elevate _ 
and tilt the uterus anteriorly. Now the uterus, the 
adnexa, the cul-de-sac and the neighboring organs 
can be explored. 

5. If adhesions hinder the view or have to be sever- 
ed for therapeutic purposes, a second trocar can be 
introduced to admit a galvanocautery for cutting the 
adhesions. 

6. At this stage, insufflation of the tubes or hys- 
terosalpingography can be added to the celioscopy to 
verify the permeability of the tubes. 

Conditions which can be recognized by celioscopy 
include normal pregnancy, uterine fibroids, retro- 
uterine adhesions which prevent the correction of a 
retroflexion, pathology of the ovary (cysts, endo- 
metriosis, periovaritis), tubal pregnancy, hydrosal- 
pinx, tuberculosis of the tubes, and pathology in the 
cul-de-sac. The neighboring organs (bladder, pelvic 
colon, cecum, and appendix) also may be visualized 
and investigated; however, the exploration of the 
appendix is often difficult and should not be enforced. 

In cases of sterility, celioscopy is indicated only as 
a last resource. Examination of the spermatozoa, of 
the cervical mucus, and salpingography should pre- 
cede it. There is, however, one exception to this rule. 
If a palpable mass of the adnexa is present, insuffla- 
tion or salpingography are contraindicated because 
they may cause a flareup of an old pyosalpinx. Also, 
if there is a suspicion of genital tuberculosis, no 
insufflation should be attempted. In these cases, 
celioscopy should be done first, and only if an inflam- 
matory lesion has been ruled out should the per- 
meability of the tube be tested by means of salpin- 
gography. 

Ectopic pregnancy reveals an unmistakeable pic- 
ture in celioscopy and, in doubtful cases, can be easily 
differentiated from other conditions with similar 
clinical symptoms, especially a ruptured corpus 
luteum cyst. WERNER M. Sormitz, M.D. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Preservation of the Threatened Pregnancy with 
Particular Reference to the Use of Diethylstil- 
bestrol. Gorpon and EucENE MEL- 
INKOFF. West. J. Surg., 1947, 55: 597- 


One of the greatest obstetrical problems confront- 
ing the clinician today is that of abortion and pre- 
mature labor. It has been estimated that from 20 to 
30 per cent of human pregnancies terminate by 
spontaneous or induced abortion. This problem is 
made even more profound when the therapeutic 
measures available are surveyed. With this in mind, 
the authors have analyzed the existing forms of 
therapy which are available today. 

1. The conservative school of therapy consists 
essentially of bed rest and sedation. This form of 
therapy is difficult to evaluate because of the lack 
of control studies, but the general tendency is to 
minimize the value of rest in the prevention of 
abortion. 

2. The vitamin school of therapy consists essen- 
tially of the administration of vitamin E. Success- 
ful results have been reported in as high as 80 per 
cent of treated patients. In general, there is no real 
agreement as to its value and the prevailing thought 
is to minimize its value. 

3. The endocrine school of therapy has high re- 
gard for thyroid as a therapeutic agent but thyroid 
cannot be evaluated thoroughly because of the lack 
of control studies; the results of steroid progesto- 
gens are variable and figures pertaining to its use, 
with success, vary from 18 to go per cent; some ob- 
servers have claimed 67 per cent success with steroid 
progestogens and estrogens, but here again there is 
no unanimity of opinion; steroid estrogens alone 
have been used in the treatment of pre-eclampsia 
and diabetes in pregnancy but evaluation is not 
possible because of the lack of controls. 

The authors present a series of 95 cases of threat- 
ened abortion, habitual abortion, and threatened 
premature labor, treated with bed rest, sedation 
with barbiturates and diethylstilbestrol, 5 to 200 
mgm. daily. The following statistical results were 
obtained. 

Of 81 cases of threatened abortion, 71 patients 
carried to term; 10 cases of habitual abortion were 
encountered; of these, 5 carried to term; there were 
4 patients with threatened premature labor, 3 of 
whom carried to term. These results are more 
favorable than any which the authors have beep 
able to achieve with other forms of therapy. 

The toxic effects were mild nausea and pigmenta- 
tion of linea nigra, congestion of the breasts, and 
darkening of the areolae of the nipples. 

Sixteen of 18 patients who had been sterile, carried 
to term. J. Ropert WILLson, M.D. 


The Late Toxemias of Pregnancy: The Number One 
Obstetrical Problem of the South. Rosert A. 
Ross. Am. J. Obst., 1947, 54: 723. 

The problem of the “‘ill-fed,” “‘ill-clothed,” and 
‘“jll-housed” is not new in the South, nor is the 
menace of the toxemias of pregnancy. That these 
apparently diverse statements are related and per- 
tinent is not too difficult to demonstrate. With no 
sharp demarcation, there are 3 dietary groups of 
patients in North Carolina: (1) the intelligent, eco- 
nomically capable, (2) the fairly co-operative, ade- 
quately nourished, and (3) the uninformed, im- 
properly nourished, medically inarticulate group of 
patients. Toxemia is rarely found in the first two, 
= it is the prime factor in maternal mortality in the 
ast. 

The author analyzes 11,000 deliveries in Duke 
Hospital, Durham, North Carolina, from 1931 to 
1946. His criteria for the eclamptic state are: blood 
pressure 160/100, albuminuria, increased blood uric 
acid, and lowered CO, combining power associated 
with other usual findings. Included in this group 
were 203 patients with convulsions and 106 patients 
without convulsions. Four of the patients in the 
latter group, who later developed convulsions, died. 
The percentage of deaths in the total group of 
eclamptic patients was 11.1 per cent, and the per- 
centage of deaths among those with convulsions was 
15.2 per cent. Nearly 1,500 patients had “other 
toxemias of pregnancy” (hypertensive and cardio- 
vascular renal conditions) and the total mortality 
in this group was 3.7 per cent. The total number of 
deaths from “late toxemia” was 80 (4.5%). These 
80 deaths represent 38.2 per cent of all of the deaths 
in obstetric patients. 

The lack of prenatal care in this series of cases, as 
in other reported series, stands out. Thirty-five of 
the patients who were in the eclamptic state when 
first seen, died. Of these, 19 had not seen a doctor 
during the pregnancy until convulsions occurred; 5 
patients had made one visit to a doctor, none had 
made three visits, 1 had ‘‘fair’’ prenatal care, and 
only 1 had care that was good. 

On checking the localities from which the toxemic 
patients had been referred, and on reviewing the 
State morbidity and mortality statistics, it was 
found that the areas in which eclampsia occurred 
most often were the same areas in which a large 
percentage of the cases of pellagra and similar dis- 
eases occurred. The patients admitted in eclamptic 
convulsions came from the same group who sub- 
sisted on a diet similar to that of pellagrins. The diet 
is grossly deficient in all the vitamins, especially 
vitamins A, C, and D, as well as in the minerals and 
proteins. In this group the dietary very likely had 
been deficient both in the quantitative and qualita- 
tive aspects. 
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The author discusses the general purposeful efforts 
being made toward better prenatal care throughout 
this area. Joun R. Wo rr, M.D. 


Fatal Eclampsia. A Clinical and Anatomic Correla- 
tive Study. Grorce T. C. Way. Am. J. Obst., 
1947, 54: 928. 


The author presents a summary of all fatal cases 
of eclampsia which were examined at autopsy in the 
Department of Pathology, Duke Hospital, Durham, 
North Carolina, during the period from 1930 to 1946. 
The clinical histories and postmortem findings are 
correlated. An attempt is made to correlate the 
observed lesions with some current hypotheses con- 
cerning the pathogenesis of eclampsia. 

By summarizing the essential clinical aspects of 
these fatal cases of eclampsia, the author creates a 
composite picture of the average patient. 

If a primipara, the patient is about 19 years of 
age, and has had at least one convulsion prior to 
admission. During the few days or weeks preceding 
admission she has experienced increasingly severe 
headaches and edema. She may also complain of 
one of the three following symptoms: recent nausea 
and vomiting, visual disturbances, or abdominal 
pain. Physical examination reveals that she has 
hypertension and generalized edema, and is in a 
comatose condition. Tachycardia and pulmonary 
edema may or may not be present. 

If a multiparous patient, she is about 29 years of 
age and has had the signs and symptoms of pre- 
eclamptic toxemia during a previous pregnancy. 
There is one chance in three that she has had a pre- 
vious attack of eclampsia. She, too, is comatose and 
demonstrates hypertension and edema. In all proba- 
bility, she has had convulsions prior to admission. 

Both patients will demonstrate a slight increase 
in blood nonprotein nitrogen and a definite increase 
in blood uric acid. Total plasma proteins will be 
reduced, and the albumin-globulin ratio will be 
markedly reduced. Death will ensue in about 2 days. 

Anatomic study reveals the liver to be the seat of 
an important pathologic change. The lesion most 
frequently encountered is a focal hyaline or fibrinoid 
necrosis of the liver cells, usually, but not necessarily, 
in the periportal areas and usually of recent origin, 
with or without hemorrhage. 

Renal lesions have been divided into three stages 
which represent steps in the development of perma- 
nent renal change: first stage lesions with glomerular, 
but no arteriolar, alterations were typical in 33 per 
cent of the cases; second stage lesions characterized 
by thickening of the arteriolar wall, were observed 
in 48 per cent of the cases; third stage lesions similar 
to arteriolonephrosclerosis characterized 18 per cent. 

Eleven patients demonstrated hemorrhage and 
necrosis in the adrenals; in 5 of these the condition 
was classified as severe. An attempt has been made 
to correlate these lesions with vascular collapse prior 
to death. 

Additional lesions were found, as follows: pneu- 
monia; focal necrosis of the myocardium, pancreas, 
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and brain; acute endometritis; cerebral hemorrhage; 
cystitis; acute mastitis; cerebral arteritis and ar-| 
teriolitis. Joun R. Wotrr, M.D. 


LABOR AND ITS COMPLICATIONS 


Low Cesarean Section, the Treatment of Choice in 
Placenta Previa (La césarienne basse; traitement 
chirurgical de choix du placenta praevia). J. N. 
MULLER. Rev. fr. gyn. obst., 1947, 42: 236. 


The author reports a series of 199 cases of placenta 
previa which were observed during the periods from 
1919 to 1939 and from 1946 to 1947. Fifty of the pa- 
tients in this series were treated by low cesarean sec- 
tion, and only 1—a patient who had lost a great a- 
mount of blood before the operation—died on the 
operating table. 

The author presents a detailed statistical analysis 
of these cases which shows that the maternal mor- 
tality as well as the fetal mortality rate is lowered 
considerably by low transverse cesarean section as 
compared with other obstetrical procedures such as 
rupture of the membranes, podalic version, and bag 
induction. WERNER M. Soxmirz, M.D. 


An Analysis of 416 Consecutive Cesarean Sections. 
RicHarD B. NIcHOLLS and WILLIAM C. ANDREWS. 
Am. J. Obst., 1947, 54: 791. 


The authors analyze a consecutive series of 416 
cesarean sections done during a 12 year period from 
January 1, 1935 through December 31, 1946. The 
cases are considered in two groups. The first, 275 in 
number, included patients who came directly as 
private patients, not referred by any physician, or 
who were referred early in pregnancy and so were 
given prenatal care by the authors. The second 
group of 141 patients were referred either late in 
pregnancy or in labor, or the emergency had already 
existed when first seen. The authors were not able 
to study the majority of the cases in this group before 
the advent of labor. 

The purpose of this article was to evaluate the 
results, insofar as they applied to the authors, re- 
garding mortality, morbidity, and fetal deaths. 

In regard to indications, disproportion (in 211 
cases) provided the largest number both in the per- 
sonal group (138) and in the referred group (73). 
The disproportion was determined by roentgenogra- 
phy and the various degrees of disproportion were 
ascertained, including contracted midpelvis and out- 
let. Roentgenograms were used extensively in es- 
timating the maturity of the fetus, the location of 
the placenta, the number of babies, and in detecting 
malformation of the fetal skeleton and in some cases 
the position of the presenting part. The authors 
believe that this plan has eliminated severe compli- 
cations. associated with prolonged labor, uterine 
inertia, and hemorrhage, which have contributed so 
largely to both mortality and morbidity of the 
mother and death of the child. 

Placenta previa and premature separation of the 
placenta furnished the indication for cesarean section 
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in 61 cases, although all these cases were not sec- 
tioned. All patients with central placenta previa were 
sectioned. Some patients with marginal and lateral 
placenta previa were sectioned because of the amount 
of bleeding and the condition of the cervix. A similar 
plan for premature separation of the placenta was 
used. 

Eclampsia, pre-eclampsia, and toxemia. A small 
group (12) of patients with these conditions was de- 
livered by cesarean section. Eclampsia and/or pre- 
eclampsia were not considered indications for section; 
rather, cesarean section was regarded as the method 
of terminating the pregnancy in selected cases, and 
then only when they were adequately treated; 94.5 
per cent of the sections were cervical in type. 

Fetal mortality. There was an uncorrected fetal 
mortality of 5.8 per cent (16) in the personal group, 
and of 14 per cent (20) in the referred group. 

Maternal mortality. In 3,935 deliveries performed 
during this 12 year period there were 9 maternal 
deaths, 6 of which were associated with cesarean 
section. Of the 9 deaths, 2 were in the personal group 
and 7 were in the referred group. Of the 6 associated 
with cesarean section, 4 were in the referred group. 
The deaths associated with cesarean section include 
2 postmortem sections, both in the referred group, 
which are included for completeness of review. The 
first mortality in the personal group was due to 
sepsis and occurred before the advent of sulfona- 
mides, penicillin, or other antibiotics. The second 
mortality in this group was due to pulmonary em- 
bolism, which the authors believe is a surgical risk 
faced by any patient undergoing surgery. In the 
referred group all 4 deaths occurred in women who 
had no prenatal care. They were primarily pre- 
eclamptic or eclamptic, although 1 died secondarily 
of hemorrhage. 

The authors conclude that cesarean section per se 
is not the chief cause of maternal death as it has been 
thought to be, but rather that the obstetric compli- 
cations cause death in most cases; this applies in 
general to the fetus. It is also observed that in 
obstetric patients who are cared for by proper pre- 
natal study and individualization the maternal and 
fetal mortality is definitely reduced. 

Joun R. Wotrr, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Postabortion. Phlegmonous Gangrene of the 
Uterine Cervix (Phlegmon gangréneux post- 
abortum du col utérin). M. Mayer, A. GRANJON, and 
BEAUCHAMP. Gyn. obst., Par., 1947, 46: 537- 


A 32 year old woman had been pregnant for 2% 
months when attempts were made to produce artifi- 
cial interruption. Seventy-two hours after the last 
attempt, chloroform was administered and the uterus 
was cleaned out digitally and with a large blunt 
curette. At this time the patient had fever and the 
body of the uterus was enlarged and tender, but the 
cervix seemed perfectly normal. Five units of poste- 
tior hypophyseal preparation were injected into the 


anterior lip. Two days later, despite absolute bed 
rest, an icebag to the abdomen, and sulfonamides, 
the patient was extremely ill and the uterine cervix 
had increased in size so that it apparently filled the 
entire lower portion of the pelvic cavity. The ab- 
domen was opened and the uterus removed, but the 
patient did not rally from the operation. 

A few cubic centimeters of fetid fluid were found 
in the peritoneal cavity, which on culture yielded the 
Clostridium perfringens and a streptococcus. Ma- 
croscopically, the removed specimen presented what 
appeared to be a practically normal uterine corpus 
perched upon an enormously enlarged cervix. The 
cervical tissues presented a lardaceous appearance 
and seemed to be shot through with small cavities 
filled with clot and bacteria, exuding a fetid fluid. 
The mucosa of the cervical canal appeared to be gan- 
grenous. Microscopically, the mass of cervical tissue 
was found to be composed of amorphous filaments 
staining blue with hematoxylin. Most of the cavi- 
ties were lined with endothelium and contained de- 
teriorating red blood corpuscles and masses of bac- 
teria. 

The authors believe that the injection of the hypo- 
physeal preparation played an essential role in the 
development of this condition, and they recommend 
that in future this drug should not be used following 
curettage in this manner, particularly in cases in 
which the ovum as a whole or in part has remained 
in the dilated, gaping cervix for a more or less pro- 
longed period of time. Joun W. Brennan, M.D. 


Rupture of Purulent Puerperal Ovaritis (La rupture 
des ovarites suppurées puerpérales). P. TRILLAT and 
A. NoTTer. Gyn. obst., Par., 1947, 46: 161. 


Eight days after a spontaneous abortion in the 
fourth month of her second pregnancy, a patient 
suddenly developed hyperpyrexia, violent pains, and 
boardlike rigidity of the abdominal wall. Laparot- 
omy revealed a ruptured abscess of the right ovary, 
and the patient died one day after intervention. 

The authors report 3 similar cases from the modern 
or more recent literature and 12 cases from older lit- 
erature. All but one of these patients died of gener- 
alized peritonitis due to ruptured ovarian abscess 
following abortion or delivery. The only patient on 
record who survived was a quadripara 42 years of 
age who was operated on 4 months after delivery 
for an alleged appendiceal abscess. The appendix 
was not found at that time, and the abscess was drain- 
ed by a rubber tube. As the sinus persisted, a second 
operation was performed 6 months later, and an 
ovarian abscess the size of a tangerine was found 
and removed. 

The clinical course and pathogenesis are discussed 
briefly. Invasion of the ovary may occur by hema- 
togenous or lymphatic spread, or from the tube. The 
site of the abscess is usually in the center of the or- 
gan, the organisms causing the abscess being mostly 
streptococci. The characteristic clinical picture is low 
grade fever following abortion or delivery. After a 
free interval of longer or shorter duration, a second 
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episode develops with high fever, abdominal pains, 
metrorrhagia, and leucorrhea. The ovary may rup- 
ture into one of the neighboring organs (rectum, 
vagina, or bladder) or into the peritoneal cavity; 
rupture into the rectum is of comparatively good 
prognosis. Rupture into the peritoneal cavity led to 
fatal generalized peritonitis in all cases on record. 
WERNER M. Sormitz, M.D. 


Paralyses of the External Popliteal (Common Pero- 
neal) Branch of the Sciatic Nerve in the Puer- 
perium (Les paralysies du sciatique poplite externe 
dans le post-partum). Paut and MartTIAL 
Dumont. Gyn. obst., Par., 1947, 46: 413. 


The authors report 6 cases of peroneal nerve palsy 
observed at the Obstetrical Clinic of Lyon, France, 
in recently delivered women. 

They reviewed the anatomy of the sacral plexus 
and its relationship to the bony pelvis. The 6 cases 
were discussed in some detail. Four of the patients 
were primiparas and 2 were multiparas. Three of the 
patients were delivered by midforceps. In 2 of the 
spontaneous deliveries the infants were large (4,000 
gm. and 3,840 gm.) and both of the mothers had 
slight pelvic contraction. One patient, a para, with 
a history of 5 previous normal deliveries, had a spon- 
taneous delivery of a 3,000 gm. baby through a nor- 
mal pelvis, but nevertheless developed paralysis. 

The authors discussed the hypothesis of Morgan 
and Thomson who attributed the paralyses to direct 
compression of the peroneal nerve while the patient 
was in the lithotomy position during delivery. As 
some of the patients in the cases discussed by Trillat 
and Dumont were delivered spontaneously and were 
never placed on a gynecologic table the authors re- 
jected this mechanism as the sole cause of nerve com- 
pression. 

They emphasized several interesting clinical 
points. All of their patients had definite pain re- 
ferred to the distribution of the peroneal nerve. At 
the time of delivery the patients complained of 
cramps, formication or burning, beginning in the calf 
and radiating to the toes. In one case, severe pain 
was felt in the buttocks. In all of their cases the pain 
was unilateral. The paralysis was frequently not ob- 
served until the patient began to walk and foot drop 
was noted. Spontaneous cure usually occurred in 2 
or 3 weeks. One patient had paralysis for 6 months, 
and some patients have been reported as having pa- 
ralysis which persisted for several years. 

The authors concluded that paralyses of the exter- 
nal popliteal branch (common peroneal) of the sci- 
atic nerve, occurring in women recently delivered, 
are probably the result of compression of this nerve 
inside the pelvis when there is a high division of the 
sciatic nerve. The typical case is that of a primi- 
gravida undergoing a difficult delivery, in the course 
of which it is necessary to apply forceps on a head 
arrested at the superior strait or in the hollow of the 
pelvis in a posterior occipital presentation. The au- 
thors think that vitamin B deficiency predisposes to 
such paralyses. Craic W. Muckte, M.D. 
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A Premature Survival Index and the Conduct of 
Premature Labor. A. Louts DipreL, HERMAN W. 
Jounson, and J. L. Cornetison. Am. J. Obst., 1947, 
54: 1004. 

There is today no unanimity of opinion as to pre- 
cisely what constitutes a “premature infant,’ no 
standard being universally accepted. The authors 
review basic definitions for prematurity and for abor- 
tion. Various individual criteria in common use for 
the diagnosis of prematurity are discussed and rea- 
sons given for their inaccuracies when employed sep- 
arately. A 5 point premature survival index is 
offered as a means of overcoming inaccuracies in in- 
dividual criteria and is applied to 23 premature new- 


m. 
The index was obtained by adding gestation in 
weeks, weight in ounces, crown-heel length in inches, 
head circumference in inches, and chest circumfer- 
ence in inches, and then dividing the total by five. 
This resulted in indexes ranging from 19.2 to 25.7 for 
the infants discussed. The authors suggest that a 
combination of a larger number of factors of the 
small premature infant should produce less inaccura- 
cy in the diagnosis of prematurity and in prognosti- 
cating the probable outcome than has thus far been 
possible with any of these factors used alone. The as- 
sumption is that the inaccuracies in single factors 
will tend to be equalized when combined with each 
other. The authors believe that after further experi- 
ence they will be able to say that every premature 
infant born alive in good condition with an index of 
at least 21 should be reared. Those with an index 
below this figure need not be considered hopeless. It 
should be possible to determine probable survival 
rates for each group below this level, in the absence 
of congenital anomalies, obstetric accidents, indi- 
vidual maternal variations, and maternal diseases. 
Suggestions for the obstetrician’s contribution in 
reducing the premature infant mortality rate are gi- 
ven. These include: avoidance of analgesia after the 
onset of true labor in the period of prematurity, the 
use of local or regional anesthesia for premature de- 
livery, preservation of the integrity of the fetal mem- 
branes through the second stage of labor, mainte- 
nance of the maternal-fetal circulation as long as pos- 
sible, and the prophylactic use of chemotherapy in 
premature labor. Joun R. Wotrr, M.D. 


Low Maternal Mortality with Persistence of Hem- 
orrhage as the Chief Cause of Death; An Anal- 
ysis of Puerperal Deaths in Brooklyn during 
Cares A. Gorpon. Am. J. Obst., 1947, 54: 
1058. 

In 1946, there were 57 deaths in Brooklyn which 
were assigned to puerperal causes by the Bureau of 
Records and Statistics of the Department of Health 
of the City of New York, to give a maternal death 
rate of 8.7 per 10,000 live births. 

Death was due to ectopic pregnancy in 2 cases, be- 
cause of failure of diagnosis. In 4 cases abortion had 
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been induced, with perforation of the uterus and in- 
testinal injury in 2 cases; in 2 other cases in which 
hemorrhage was profuse for several hours, death was 
finally due to infection. 

Officially, 12 deaths were considered due to tox- 
emia; 3 more were found in the infection group, and 
1 death in the abortion group. Prenatal care was in- 
adequate in all but 2 cases. In 3 cases hemorrhage 
was said to have been considerable, although death 
was due to eclampsia. Convulsions occurred in 9 
cases. Cesarean section was performed 5 times, in 
2 cases after convulsions. 

Included in the infection group of 12 cases were 3 
deaths due to cardiac disease, since death had been 
attributed to pulmonary embolism. Altogether, em- 
bolism was mentioned in to of the 12 cases assigned 
to infection. A case of eclampsia was included, with 
3 cases of death shortly after delivery in which dysp- 
nea, paroxysmal cough, and cyanosis point to anes- 
thesia as the cause of death. In 2 cases, clinical em- 
bolism occurred on the third and fifth days in women 
who were up and about. 

Only 8 deaths were formally assigned to hemor- 
rhage. In 2 of the 3 cases of postpartum hemorrhage, 
hysterectomy was performed after other measures 
had failed. Hemorrhage was the actual cause of 
death, however, in 6 cases otherwise tabulated as 
abruptio placentae, rupture of the uterus, and prob- 
able rupture of the uterus. As much as 8 units of 
plasma were given to one patient before blood was 
procured just prior to hysterectomy. In another case 
of postpartum hemorrhage, bleeding continued for 
3 hours in bed, while 4 units of plasma were adminis- 
tered; the uterus was continuously massaged but not 
explored. Hemorrhage was the actual cause of puer- 
peral death in 35 per cent of the 57 cases. 

Cesarean section was associated with death in 14 
of the 57 cases. For the last 10 years approximately 
one-third of the maternal deaths, exclusive of those 
early in pregnancy, have been associated with cesar- 
ean section. Not only do the indications for this pro- 
cedure need close examination but a high standard 
> ae is required, with attention to every 

etal. 

It is not possible to learn the true importance of 
anesthesia from the statistics of maternal death. 
Even though death is stated to have been directly 
due to aspiration of vomitus, anesthesia is not tabu- 
lated as a cause of death. Anesthesia was an impor- 
tant cause of death in Brooklyn in 1946. Deaths may 
be readily separated into three groups as due to the 
toxic action of the anesthetic drug, to aspiration 
asphyxia, and to atelectasis, whether from aspiration 
ornot. The records of 8 cases are given. 

Joun R. Wotrr, M.D. 


Respiratory Difficulties of Infants at Birth (Les 
troubles respiratoires de |’enfant 4 la naissance). P. 
LanTuf£youL, L. RrpaApEAu-Dumas, HérAvux, and 
J. Desray. J. fr. méd. chir. thorac., 1947, 1: 236. 


The authors discuss the causes of respiratory fail- 
ure in infants during childbirth. The mechanism of 


intrauterine aspiration of amniotic fluid and of the 
establishment of normal respiration at birth is 
reviewed. Pneumographic tracings and roentgeno- 
graphs of fetuses with normal respirations and of 
fetuses with bronchial obstruction are shown. 

In cases of persistent bronchial obstruction, the 
fetus makes desperate respiratory efforts. The pul- 
monary effects are congestion, bronchoalveolar dis- 
tention, bullous emphysema, hemorrhages, and 
arterial and venous thromboses. 

Pneumothorax of the newborn was described by 
Runge in 1878. Such pneumothorax is not rare in 
the authors’ experience. Difficult delivery or rup- 
ture of a small pulmonary abscess into the pleural 
cavity is the usual cause. The diagnosis is often 
missed because dyspnea and cyanosis are commonly 
observed in slow labors. Radiologic examination 
readily discloses the existence of pneumothorax, but 
must not be confused with aeration of the clear zone 
of the normal lung. These pneumothoraces are often 
not noticed, and their prognosis is good. 

The term “angeioalveolitis” is applied to those 
severe respiratory conditions characterized by such 
vascular effects as dilatation of the vessels, edema, 
hemorrhages, and more or less profound alterations 
of the endothelium. These conditions, associated 
with cerebral hemorrhages and multiple visceral 
hemorrhages, were frequently found in stillborn in- 
fants. 

Pulmonary infections of the fetus during birth may 
be the result of aspiration of septic fluids or septice- 
mia. Bacterial invasion is favored by the length of 
labor after rupture of the membranes. Contamina- 
tion of the ovum with aspiration of infected amniotic 
fluid is mentioned as a rare occurrence. Infection of 
the amniotic sac occurs by the ascending route from 
the vagina. Pathologic conditions in the vagina pro- 
duce rhinopharyngitis, congenital otitis, and bron- 
chopneumonia, which appear at birth or in the days 
following birth. 

The infection sometimes begins peripherally, for 
example, as pulmonary lesions secondary to umbilical 
infection. Once the authors’ attention had been 
attracted to these conditions, they were found much 
more frequently, and at autopsy pulmonary lesions 
were revealed in 75 per cent of the cases. The lungs 
react differently to infection via the bronchi and by 
way of the blood. 

Infection by aspiration of septic liquids is favored 
by slow and lengthy labor. It occurs by aspiration 
of amniotic fluid at the moment of birth. Examina- 
tion of the lungs of stillborn infants whose mothers 
had long infected labors revealed pulmonary con- 
gestion with masses of bacteria in the bronchi and 
alveoli. There was no doubt that the infection had 
taken place by way of the respiratory path. It is a 
state of bacterial invasion and of congestion. 

It is possible to find typical bronchopneumonia in 
the fetus and in the newborn infant. The lesions are 
variable, pneumonic in type, with congestion, edema, 
and hemorrhage. Usually the infant is born dead, 
but sometimes it survives. The symptoms may be 
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slight or very marked. Radiography gives valuable 
information in such cases. The prognosis is usually 
poor, but some infants have been saved by penicillin 
therapy. The pulmonary lesion may result in the 
formation of little abscesses, the rupture of which 
into the pleura causes pneumothorax and pyothorax. 
Acute obstruction of the bronchi results in edema and 
hemorrhage. 

Infection of the lungs by way of the blood stream 
may take several forms. Purely congestive types 
occur without bacteria; septicemic lesions with bac- 
terial emboli, miliary infarcts, miliary abscesses and, 
especially, hemorrhagic infarcts may be found. Col- 
onies of micro-organisms abound in the lumens of the 
smaller blood vessels. Streptococci are most fre- 
quently found, but staphylococci are not rare. In 
the course of infections of intestinal origin, the colon 
bacillus is the most common cause. After birth, the 
pathogens are more varied, depending on the en- 
vironment. 

Finally, there are pulmonary lesions which result 
from the swallowing of particles of food. The infant 
vomits, regurgitates, and allows the alimentary liq- 
uids to enter the bronchi. This causes a form of 
chemical softening of the lungs. The lung tissues are 
pale grey or brownish black with an acid gastric 
odor. These infants usually have severe dyspnea 
and high temperatures, and die within a period of 24 
hours. 

The avoidance of these pulmonary complications 
depends in part on better obstetrics, as the great 
majority are the result of long and difficult labors. 
The second factor is clearing of the bronchi, and too 
much importance cannot be attached to this factor. 
The catheter should be carried as far as possible in 
the airway. The usual methods of resuscitation 
should be used. Penicillin therapy or sulfanilamides 
are beneficial in the presence of infection. 

Craic W. Muck te, M.D. 


Studies in Erythroblastosis Fetalis. Activation of 
the Incomplete Rh Antibody by the Blood 
Serum of Full-Term and Premature Newborn 
Infants. ERNEst WITEBSKY, MITCHELL I. RuBIN, 
and Livra Bium. J. Lab. Clin. M., 1947, 32: 1330. 


The failure to demonstrate Rh antibodies in the 
majority of sera obtained from mothers who have 
given birth to erythroblastotic children was in a 
large part explained by the discovery of a second 
type of antibody variously called the ‘incomplete 
antibody” or “blocking antibody.” This new type of 
antibody has been shown to agglutinate Rh positive 
cells provided that albumin solution or undiluted 
sera replaces saline solution as the diluent. The 
authors’ experiments deal with the characteristics of 
sera in prenatal and postnatal life with regard to its 
capacity to actuate the incomplete Rh antibody. 

Anti-Rh sera containing incomplete antibodies of 
low or average titer were activated by normal adult 
sera, but only slightly or not at all by normal cord 
sera. In contrast, other Rh sera such as those sup- 
posedly produced by immunization of volunteers and 


containing incomplete antibodies of fairly high titer 


were activated by both normal adult sera and normal - 


cord sera. However, even in the latter instances, the 
average normal cord sera proved to be of somewhat 
weaker potency than the average normal adult sera. 

Cord sera of premature babies are characterized 
by a definite weakness in activating potency, which 
depends upon the age of the babies. The activating 
power of sera therefore depends upon a maturation 
principle which is subject to considerable individual 
variation. Experiments are described to demonstrate 
that the maturation of the activating capacity may 
continue after birth. 

It seems reasonable that a relationship exists be- 
tween the capacity of the baby’s serum to activate 
the incomplete antibody and the clinical picture of 
erythroblastosis. The development of this matura- 
tion factor might explain the fact that clinical mani- 
festations become evident only during the second 
part of pregnancy. The rapid increase in activating 
potency after birth may explain why some babies are 
born apparently normal and develop clinical mani- 
festations after birth. 

The question of treating erythroblastotic babies 
with transfusions of adult blood deserves critical 
thought. Even though it is not possible as yet to 
prove an increase of activating potency in the baby’s 
blood plasma following the injection of whole blood, 
the conclusion that adult plasma given to erthyro- 
blastotic babies might possibly increase the danger of 
intravascular agglutination and hemolysis seems 
inescapable. GrorGE Burnick, M.D. 


Studies in Erythroblastosis Fetalis. Investigations 
on the Detection of Sensitization of the Red 
Blood Cells of Newborn Infants with Erythro- 
blastosis Fetalis. Ernest Witepsky, MITCHELL I. 
Ruprn, M. ENGAsSER, and Livia Bium. J. 
Lab. Clin. M., 1947, 32: 1339. 


The presence of free circulating Rh antibodies in 
the umbilical cord serum of an erythroblastotic 
baby is a good indication that the baby has been 
sensitized. However, many erythroblastotic babies 
show either no such antibodies or only antibodies of 
low titer. In the absence of demonstrable Rh anti- 
bodies in the cord serum, the laboratory evidence of 
the baby’s sensitization rests upon the demonstra- 
tion of sensitization of his red blood cells. 

A simple technique for the demonstration of sen- 
sitization of the red blood cells in an erythroblastotic 
baby is described. Agglutination occurs when the 
packed blood cells of an erythroblastotic baby are 
suspended in normal adult serum. This test can be 
carried out either in test tubes or on microscopic 
slides, the use of the latter proving more sensitive. 
The results obtained from this test indicate that the 
baby’s cells are sensitized by the incomplete type of 
Rh antibody which does not cause agglutination in 
saline solution, and only slight agglutination, if any, 
in cord serum. 

In an experiment it was found that the addition of 
increasing amounts of adult serum to cord serum re- 
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sults in mixtures which have an increasing capacity 
to agglutinate the sensitized cells of a baby as meas- 
ured by the technique described. However, in con- 
trast to these experimental results, blood samples 
obtained at regular intervals during an exchange 
transfusion failed to produce any visible agglutina- 
tion of the baby’s cells. 

Some practical aspects concerning the validity 
and specificity of Rh type and blood group deter- 
mination of erythroblastotic babies, as well as the 
treatment of these babies by blood transfusion, are 
discussed. GrorcE Buinicx, M.D. 


Diarrhea of the Newborn. Stewart H. Ciirrorp. 
N. England J. M., 1947, 237: 969. 


The author believes there has been a great increase 
in hospital deliveries in the past 10 years. Statistics 
from the Boston Lying-In Hospital for the period 
from 1935 to 1945 show a decrease in home deliveries 
to almost zero, about the same number of ward deliv- 
eries, and a marked increase in private deliveries. 

An all time low maternal mortality apparently jus- 
tifies the public’s belief that the maternity hospital 
is the safest place to have a baby, but the author be- 
lieves it must be proved whether or not it is the saf- 
est place for the newborn. 

The literature on epidemic diarrhea has appeared 
only during the past 15 years and coincides with the 
shifting of deliveries from the home to the hospital. 

Many factors have contributed to the increased 
hazard to the newborn infant in the hospitals. In- 
creased birth rate and increased numbers of hospital 
deliveries have led to serious overcrowding in nurser- 
ies. Shortage of personnel has led to breakdowns in 
nursery and formula room technique. Adequate 
space is often not provided for nurseries and the 
space provided is often “left over’? space wholly in- 
adequate for the number of bassinets required. 

The syndrome described as epidemic diarrhea of 
the newborn is not one pathologic entity but a mis- 
cellaneous group of cases of various etiologies, known 
and unknown, bound together by the common symp- 
tom of diarrhea. The reported epidemics can be divid- 
ed into three groups. The first group shows evidence 
of bacterial origin; the infecting agent enters the 
nursery via an adult carrier and reaches the infant by 
the fecal-oral route through a break in nursery or for- 
mula room technique. Several reports of epidemics 
are reviewed showing several organisms as the caus- 
ative agents. In most of the epidemics, there were 
epidemics of diarrhea in the local population, con- 
taminated milk supplies, or the mothers or nurses 
had either diarrhea, or the organisms cultured from 
them were common to the infants affected. 

Newborn infants are very susceptible to these in- 
fections, and are extremely vulnerable because the 
attendants who feed them and handle the bottles and 
nipples also handle the excreta. Many epidemics can 
be traced to nursery personnel through faulty tech- 
nique. 

The second group includes those in which a virus 
is the agent or is strongly suspected. Several epidem- 


ics were reviewed. In some of these there were also 
local outbreaks of so-called “gastric influenza” in the 
community. In some of these cases the stools were 
filtered and passed through young calves who also 
developed the disease. In some epidemics no specif- 
ic agent was found although the infants had low 
white cell counts and did not respond to chemother- 
apy. The lack of a relatively simple technique to 
identify the virus of the disease is the greatest handi- 
cap to further progress. The method of growing the 
virus in newborn calves is of limited usefulness. 

The third group includes those cases in which no 
virus can be identified and none of the bacterial path- 
ogens are found. This group constitutes by far the 
largest one reported by the public press and public 
health officials. Several epidemics are reviewed and 
in _ gross breaks in nursing technique are uncov- 
ered. 

The prevention of epidemic diarrhea depends on 
strict nursery and formula room technique and the 
co-operation of epidemiologic and bacteriologic ex- 
perts. 

There are published standards of practice which 
if followed by all nurseries would go a long way 
toward removing the hazard of epidemic diarrhea in 
the newborn. It is disastrous to temporize with these 
diseases. Byrorp F. HEskett, M.D. 


MISCELLANEOUS 


Considerations on Obesity and the Gravidopuer- 
peral State (Consideraciones sobre obesidad y estado 
pravidopuerperal). AméRICO STABILE. Obst. gin. lat.- 
amer., 1947, 5: 393- 


The marked proportion of parturient women in 
Uruguay weighing more than 100 kgm. is explained 
by a diet rich in starches, sugars, and fats, coupled 
with the tendency to a sedentary existence. The 
author justifies the fact that his arguments are based 
upon clinical impressions rather than upon statistics 
based on the material under his personal observation 
by stating that he does not trust these figures too 
much, since they arise from a very special clientele. 
However, he agrees with Professor Turenne, who, in 
his article on the subject of the ‘“‘distocia anular’’ 
(Anales de la Universidad, Montevideo, 1930, 38: 
gt), emphasized the importance of the consideration 
of obesity in Uruguayan obstetrics. Of course, the 
adiposity which arises from endogenous causes tends 
as a rule to sterility; however, females with the 
exogenous variety of obesity do not seem to be rela- 
tively less fertile than the corresponding females of 
normal body weight. 

The diagnosis of pregnancy in enormously obese 
women is not only difficult in the majority of cases, 
but is at times practically impossible, requiring in 
the first half of pregnancy every assistance at the 
disposal of the medical laboratory, and in the second 
half of pregnancy rendering indispensable the aid of 
roentgenology. Especially difficult in these cases 
may be the detection of the presence of multiple 
pregnancy. 
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Adding their quota to the uncertainties of obstetri- 
cal management are: (1) the tendency to gigantism 
in the fetus (especially in the cases of hyperglycemia 
or actual diabetes), and (2) the effects of the laws of 
Duncan, Hecker, and Wernich, postulating an in- 
creased fetal size and weight with the advancing age 
of the mother and with each succeeding pregnancy. 
Especially deceiving is the history of perfectly eutocic 
previous deliveries when the patient was not so 
obese. In many of these patients a perfectly physio- 
logical childbirth is encountered; however, when 
dystocia does arise it creates a serious obstetrical 
problem. Not only is the occurrence of the difficulty 
almost unpredictable, but when it does arise it is apt 
to demand special skill and knowledge on the part of 
the medical attendant. The usual disturbance in the 
progress of the labor is one of engagement and de- 
scent; later the problem of the so-called “shoulder 
dystocia” (gigantic fetus) may arise. Of course, cases 
have been reported in which the masses of fatty 
tissue in the pouch of Douglas would seem to have 
acted as a forelying obstruction to the descent of the 
presenting part, and the engagement is frequently 
delayed by the weakness of the fat-infiltrated uterine 
musculature; however, the delay in progress of the 
fetus into the pelvis is also frequently the result of 
tonic uterine contraction demanding relaxant meas- 
ures rather than oxytocics. This contracted state of 
the uterus (annular dystocia) has frequently been 
mistaken for uterine inertia. 

The author believes that every pregnant woman 
weighing more than 100 kgm. should be hospitalized 
and subjected to special study. Failure to recognize 
the necessity for intervention in time, in dystocia, is 
a sin of omission, but there is also the possibility of 
the other extreme; the organic lability of the obese 
person must always be kept in mind and the hazards 
of surgical intervention should be given earnest con- 
sideration. , Joun W. Brennan, M.D. 


Obstetrical Accidents of Electrocoagulation of the 
Cervix (Les accidents obstétricaux de l’électrocoagu- 
lation du col utérin). Henrt VERMELIN. Rev. fr. 
gyn. obst., 1947, 42: 261. 


The author analyzed the effects of electrocoagu- 
lation of the cervix in a series of 26 patients. Six pa- 


tients were pregnant when electrocoagulation was 
practiced, and 5 of them aborted. Twenty patients - 
were electrocoagulated before their pregnancy com- 
menced. 

Of the 21 patients who carried their pregnancies 
to term, 6 were delivered without difficulty. Nine 
patients had labors lasting more than 24 hours and 
digital dilatation was necessary 15 times. In 2 cases 
digital and instrumental dilatation was unsuccessful. 
In 3 cases total occlusion of the cervix required ce- 
sarean section, in 1 case followed by hysterectomy. 
Five patients had febrile postpartum periods. Two 
infants died in the course of delivery. 

In patients with simple agglutination of the exter- 
nal orifice, digital examination showed a slight de- 
pression, and boring at this point with the finger re- 
sulted in easy dilatation. 

In other patients, dilatation proceeded to approx- 
imately 5 cm. and examination revealed a poorly ef- 
faced cervix which was of the consistency of boiled 
— which dilated with the greatest difficulty, if 
at al 

In some patients, no dilatation or effacement could 
be perceived, and the cervix was found to be trans- 
formed into a solid undilatable block of tissue. 

The cause of these dystocias: depends on several 
factors, defective coagulation, absence of care fol- 
lowing coagulation, and the condition of the tissues 
coagulated. 

The object of ee ae was to destroy 
the mucosa; this was less dangeious when superficial 
coagulation was performed under good visualization. 
The skill and experience of the, operator were very 
important when intracervical chagulation was per- 
formed, and it must be remembered that repeated 
superficial coagulations at low intensity may be 
equally as severe as a single — at high 
intensity. 

Following electrocoagulation,; it was very neces- 
sary to be certain that the external os was soft and 
pliable and, if necessary, to dilate the cervix to avoid 
stenosis. 

All cervical tissue does not Gfler the same resist- 
ance, and the effects of coagulation may also vary 
with the hydration and vascula*ity of the tissues. 

Coa W. M.D. 
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Pheochromocytoma. J. W. S. BrackLock, J. W. 
Fercuson, W.S. Mack, J. SHAFAR, and T. Syminc- 
TON. Brit. J. Surg., 1947, 35: 179. 


The clinical diagnosis of pheochromocytoma is 
usually made on the basis of attacks of paroxysmal 
hypertension. This tumor gives rise to a syndrome 
that would appear to depend upon the discharge of 
adrenalin or adrenalinlike substances into the blood 
stream. Six cases of pheochromocytoma along with 
numerous microscopic photographs are presented in 
detail in this article. The authors’ cases fall into four 
fairly well defined clinical groups: 

Group 1. The adrenosympathetic syndrome il- 
lustrated by cases 1 and 2. The symptoms in this 
group are explained by excessive and intermittent 
excretion of adrenalin into the blood stream. In 
cases 1 and 2 it was shown histologically that abun- 
dant pro-adrenalin granules were present in the cells 
of the growth, and these granules were observed to 
pass from the tumor cells into the capillaries. The 
tumors in both cases were of moderate size, one 
weighing 86 gm. and the other 70 gm., whereas those 
in the asymptomatic group were very much smaller. 
The cardiovascular disturbances were most striking. 
The systolic pressure was raised (260 mm. in case 1, 
and over 300 mm. in case 2); the diastolic pressure 
was correspondingly elevated. There was marked 
and widespread vasoconstriction, the pulse often 
being thin and sometimes impalpable. Symptoms 
referable to the cardiovascular system are sometimes 
observed, including palpitations, precordial pain, 
pain of an anginoid nature, and a feeling of constric- 
tion around the chest. Electrocardiographic changes 
are frequently reported, but these show no consistent 
or distinct pattern. A sinking feeling in the abdo- 
men, numbness in the extremities, choking sensa- 
tions, dizziness, feelings of anxiety paresthesias, 
sensations of heat around the face, and sweating have 
been described in published reports. Headaches are 
frequent and may be of a “pounding”’ character. 
Nausea and vomiting, especially if the seizure suc- 
ceeds a meal, are frequently reported, but diarrhea is 
less common. During an attack the urinary output 
may fall, and albumin, red blood cells, and casts have 
occasionally been found. The blood sugar tends to 
rise with the rise in the blood pressure; thus elevated 
blood sugar levels and glycosuria arecommon. There 
is a wide range in the duration of the paroxysms, for 
they may last a few minutes or as long as 36 hours. 
Following the attack, a feeling of weakness and pros- 
tration is commonly experienced, especially if the 
attack has been of long duration. The fall in blood 
pressure is usually rapid, and it sometimes reaches 
subnormal levels. Between the attacks the patient 
usually feels well, the blood pressure readings are 
normal as a rule, but the tendency for persistent 


hypertension to develop increases with the duration 
of the disease. 

Group 2. Persistent hypertension. This group 
may show the clinical features of either benign or 
malignant hypertension. Cardiac, renal, and cere- 
bral manifestations may appear, and short of finding 
a local mass in the region of the adrenal glands there 
is no distinctive feature that can differentiate this 
group of cases from those of essential hypertension. 
In case 3 the tumor was small and no radiological 
examination would have established the diagnosis 
clinically. Because the clinical picture of essential 
hypertension and chronic nephritis may simulate 
that of pheochromocytoma, the cases of this group 
may be misdiagnosed. 

Group 3. Asymptematic. This group is usually 
found at postmortem examination. In cases 4 and 5 
of the authors’ series, there was no indication, either 
from the history or the clinical findings, that the 
patient had a pheochromocytoma. 

Group 4. Malignant. The sixth case reported in 
this series was an example of a malignant tumor. 
After the removal of a well encapsulated tumor, 
there was extension of the process, and at the time of 
death the entire left side of the abdomen and the 
medial portion of the hypochondrium was filled with 
tumor tissue. 

Pyelography, either ascending or intravenous, may 
be helpful in establishing the diagnosis in this type of 
case. 

A large tumor will cause a considerable displace- 
ment downward of the kidney on the involved side, 
but even a minor degree of renal ptosis may be sig- 
nificant, especially when it is suspected from the 
clinical evidence that an adrenal tumor is present. 
When dealing with smaller tumors or hyperplasia of 
the adrenal cortex, perirenal insufflation of air has 
proved to be of great value. A further clarification of 
the radiological picture can sometimes be achieved 
by taking intravenous pyelograms about two days 
after perirenal insufflation. 

The preoperative treatment is important. The 
patient should be kept as quiet as possible before 
operation, and heavy preoperative sedation should 
be given. The patient suffering from adrenal medul- 
lary tumors may be treated on a basis similar to that 
of patients with toxic goiters. They should be un- 
aware of the time of their operation; otherwise, they 
are liable to develop a hypertensive attack immedi- 
ately before it. 

The authors made use of a renal extraperitoneal 
exposure in two of their cases, but they had to resect 
the last rib in both cases to improve the exposure of 
the upper part of the tumor. 

Manipulation of a pheochromocytoma may cause 
a sharp rise in the blood pressure, which should be 
avoided as far as possible. By manipulation of the 
tumor during operation, large amounts of adrenalin 
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could quickly be liberated into the blood stream, 
causing shock; thus, before handling the growth it is 
wise to ligate all vessels coming from the tumor to 
prevent as much as possible the entrance of adrenalin 
from the tumor into the general circulation. The 
upper pole of the kidney can be used as a retractor by 
pulling the kidney downward and slightly backward, 
which brings the adrenal gland more into view. 

As the cortex of the adrenal gland may be involved, 
there may be interference with the secretion of corti- 
cal hormone. The therapeutic administration of 
cortical hormone, therefore, should be carried out 
before and after operation. 

Whether to give adrenalin postoperatively is a 
controversial point. It would appear from histologi- 
cal evidence that the patient is well supplied with 
adrenalin, and further therapeutic administra- 
tion of adrenalin may intensify the shock due to 
operation. Sudden withdrawal, however, of large 
amounts of adrenalin (from the tumor) to which the 
patient’s tissues have been accustomed may cause 
collapse due to acute adrenalin insufficiency. The 
authors favor the postoperative medication sug- 
gested by Thorn ef al. who used adrenalin, cortical 
extract, blood transfusion, and intravenous glucose- 
saline postoperatively. | Conrap A. KuEun, M.D. 


Renal Salvage. Austin I. Dopson. J. Urol., Balt., 
1947, 58: 295. 

The author pleads for intelligent conservatism in 
renal surgery, and laments the fact that renal surgery 
draws heavily upon the skill and knowledge of the 
surgeon and, therefore, is often not practiced to the 
patient’s advantage. It is pointed out through clini- 
cal illustration that the renal mass which cannot sup- 
port life is often detrimental both psychically and 
physiologically when retained. It is with this in 
mind that the author carefully distinguishes intelli- 
gent conservatism from the mechanical application 
of a series of plastic renal procedures. 

It is noted that one-third of all the nephrectomies 
done in the city of Richmond, Virginia, from 1930 to 
1940, were done because of nephrolithiasis. It follows 
then that since bilateral nephrolithiasis occurs in 
from 10 to 20 per cent of all cases, this pathologi- 
cal condition can be as dangerous as neoplasm 
and its surgical therapy must be planned with 
consideration. 

There are reported 5 illustrative cases; 2 of nephro- 
lithiasis and 3 of nephroptosis with pyelectasis. All 
of the patients were treated surgically without ne- 
phrectomy but with excellent results in all except 1 
patient who presented a nonfunctioning kidney, with 
stone, on one side, and a poorly functioning kidney 
with stone on the opposite side. Stones were removed 
from both kidneys and a persistent sinus from the 
nonfunctioning kidney necessitated a secondary ne- 
phrectomy with resultant essentially normal urine. 

Three instances of nephroptosis with bilateral 
hydronephrosis were discussed. Conservative renal 
surgery was excercised with the employment of 
plastic procedures of the renal pelvis and reimplanta- 


tion of the ureter when indicated: Every attempt to 


preserve renal tissue in these patients was made be- ° 


cause of the dictum of Hinmani that the ability of 
renal repair is encouraged by the insufficiency of the 
opposite kidney and the fact that complete renal de- 
struction occurs more frequentlyiin unilateral hydro- 
nephrosis. In this regard the findings of Deming are 
presented. Deming found that jn 37 of 60 patients 
with unilateral hydronephrosis there was total renal 
destruction as compared to 3 in!16 patients with bi- 
lateral hydronephrosis. The need for conservatism 
in renal surgery is emphasized by the detailed pre- 
sentation of the several cases mentioned. 
Ropyrt Licu, Jr., M.D. 


Hemangioma of the Kidney.; Joun B. Lownes, 
SAMUEL Baron, and HaRoLp; Lipsuutz. J. Urol., 
Balt., 1947, 58: 417. 


The pathological findings in 2 cases of hemangioma 
of the kidney as well as the siginificant findings are 
reported by the authors. The ichief symptom pre- 
sented by the 2 patients was lumbar pain usually as- 
sociated with gross hematuria without other urinary 
symptoms. It was significant that the roentgenologi- 
cal evidence was equivocal. Exploration of the renal 
area with subsequent nephrectomy was necessitated 
after the authors failed to establish a diagnosis def- 
initely. 

The pathological examination in the authors’ first 
case revealed honeycombing of a small area near the 
renal pelvis. Microscopic sed¢tion of the honey- 
combed area showed a cavernous hemangioma which 
impinged on the pelvis with a small channel into the 
pelvis. In the authors’ second case the pelvis and a 
calyx at the upper pole were: slightly dilated. A 
rounded blood cyst projected into the dilated calyx, 
which on section seemed to communicate with a large 
blood channel. This appearedjto be an aneurysmal 
dilatation arising from a large vessel. Around the 
large vessels were clusters of small vessels. Micro- 
scopically, the tumor consisted of large irregular 
blood spaces separated by fibrous tissue. Herniating 
into the blood spaces was a thick-walled artery which 
appeared to have communicated with the large blood 
space, but an actual site of rupture could not be dem- 
onstrated. 

These 2 cases are added to the total of 42 already 
found in the literature. The ‘authors suggest that 
hemangioma of the kidney be considered in the dif- 
ferential diagnosis of those cases which satisfy the 
criteria initially enumerated. ° 

Peter L. Scarpino, M.D. 


The Significance of Hematuria in Renal Tuberculo- 
sis (Une signification de l’h*maturie dans la tuber- 
culose rénale). RENE Kueis. J. urol. med., Par., 
1946-1947, 53: 297. 


In studying the insidious and localized form of renal 
tuberculosis—the type of kidriey tuberculosis that is 
most liable to escape nephrectomy — the author was 
struck with the frequency with which the disease was 
associated with hematuria. Hematuria has a prog- 
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nostic value in kidney tuberculosis and the author 
tries to evaluate its precise significance in the disease. 

The present study is based on 74 cases of hematur- 
ia in renal tuberculosis from the Urological Clinic of 
Dr. Cochin, the observations of Professor Cibert, 
and on various published reports from the French 
Urological Society. 

Of 72 patients with hemorrhagic tuberculosis, 52 
were nephrectomized and the following anatomical 
findings were observed: 

In 7 cases, the primary lesions occurred in the cor- 
tical and medullary portion, without communication 
with the urinary tract. The lesions consisted of tu- 
berculous granulations, or a sclerotic type of tissue. 
In 27 cases the lesions were ulcerated or caseous, 
communicating with the calices, and consisted of ul- 
cerations involving one or two of the pyramids. In 
many patients the isolated cavities were the size of a 
pea, a bean, a cherry, or a nut; some were smooth- 
walled or with sinus formation. In 6 cases the lesions 
were closed and contained clear or mastic fluid. Six 
of the kidneys were reduced to pyonephrosis. 

In the first three classes of cases the association of 
renal pain and hematuria with ejaculation of blood 
on cystoscopic examination proved that the source 
of the bleeding was the kidney. The disappearance 
of bleeding following nephrectomy confirmed the fact 
that the original source of the hematuria was the in- 
volved kidney. On the contrary, in the patients with 
pyonephrosis, the persistence of the hematuria fol- 
lowing nephrectomy led the author to believe that 
the remaining kidney was the original source of the 
hematuria. 

In 37 of 46 patients (after those with pyonephrosis 
had been eliminated) examination proved that the 
lesions were small, limited to one or two small por- 
tions of the kidney, and that the rest of the kidney 
was normal. 

The results of this anatomical study confirm the 
belief that bleeding was always from small or mini- 
mal lesions of renal tuberculosis. The author con- 
cludes that the hematuria was not indicative of the 
earliest lesion of tuberculosis, but rather that it sug- 
gested a phase, the initial state of the disease. 

A case reported by Vincenti, who discovered two 
granulations in the cortex after hematuria of 8 years’ 
duration, is cited. Another case is cited in which a 
minimal lesion of renal tuberculosis was discovered 
after years of intermittent hematuria. The author be- 
lieved it was logical to state that hematuria was a sign 
of a particular advancement of the lesion, different 
from that usually observed. He did not believe that 
“‘alarming hematuria” always means an extension 
of the process, for it may remain almost identical on 
intravenous pyelography after successive episodes 
of hematuria. The rarity of hematuria in caseous 
and fibrous forms of the disease can be explained by 
a study of the anatomicopathological lesion. The 
vessels showed progressive thrombosis with obliter- 
ation of the vascular lumen, the lymphocytic infil- 
tration along with the giant cells being responsible 
for the vascular lesion. This is the reason that it was 


often said that hematuria in renal tuberculosis 
diminishes in frequency as the disease progresses. In 
the slowly progressive and hidden lesions, the pro- 
cess of fibrosis provided a defense for the surrounding 
tissue, and also a protective role for the vessels. 

Several more cases were cited by the author to em- 
phasize the long interval of hematuria without ap- 
parent progression of the disease. 

The author found 12 cases of cystitis in the series, 
not including 4 cases of cystitis associated with hydro- 
nephrosis; the percentage was very much lower than 
that reported by Marion and Cibert. 

The lesions were inoperable in 22 of the cases ob- 
served; 8 of these were bilateral. In 17 cases the 
lesions increased in size after a period of 5 years, in 
7 cases after 10 years, and in 5 cases after 8 years. 

The absence of extension of the process to the blad- 
der and the long course of the disease with the possi- 
bility of healing were considered by Kuess to be clin- 
ically characteristic of the disease. It was considered 
possible that a number of hematurias were diagnosed 
as nephritis, hemorrhagic pyelonephritis, or crypto- 
genic hematurias rather than renal tuberculosis. 

Reference is made to a case of hematuria due to 
renal tuberculosis in which the diagnosis was made 
in 1941, after episodes of hematuria in 1928, 1931, 
and 1937. At atime when advocates of early cysto- 
matic nephrectomy are convinced that it is impos- 
sible to foresee the evolution of renal tuberculosis, and 
a second group are advocating nephrectomy based 
upon the progressive characteristics of the disease, 
the significance of hematuria warrants a place in the 
discussion of therapeutic indications. 

In resumé, the author believes that hematuria can 
at times be interpreted as an indication of a healing 
process, and that the cicatrization tendency, the ab- 
sence of cystitis, and the prolonged course of the dis- 
ease, with a healing tendency, favors expectant 
treatment rather than early nephrectomy. 

Conrap A. KuEeHN, M.D. 


Papillomatous Disease of the Renal Pelvis. J. B. ; 
Macatpine. Brit. J. Surg., 1947, 35: 113. 


The author presented an analysis of 19 cases of 
papillomatous tumor of the renal pelvis, encountered 
personally in the span of 29 years and followed up 
for a long period. 

A papilloma may be benign in one part and malig- 
nant in another. The tumor may be benign in its 
early stages and become malignant later. Secondary 
deposits do not necessarily resemble the primary 
focus. Whenever papillomatous material is implant- 
ed in a wound, whether the neoplasm in the original 
situation be benign or malignant, the implant will 
behave as a malignant one. A transference from a 
primary focus in the bladder or ureter to the pelvis 
does not occur as an implant but is always transferred 
with the stream of the urine. A possible exception 
may take place in hydronephrosis, in which an im- 
plant falls into a dilated calyx and takes root. 

There appears to be a definite relationship between 
stone formation and the growths of the renal pelvis 
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About 50 per cent of all squamous tumors of the 
pelvis occur in association with stone. The tran- 
sitional epithelium of the pelvis in some cases becomes 
leucoplakic. 

A definite diagnosis of this lesion is made either 
when tumor cells are found in the urine (the bladder 
being free from disease), or when a papilloma pro- 
trudes from the uretral orifice as noted cystoscop- 
ically. Pyelograms may show a characteristic filling 
defect, but often they show the secondary effects, 
such as pyelectasis. 

The correct treatment is ureteronephrectomy. The 
ureter must be cut flush with the bladder; there is no 
need for removal of the uretral segment of the 
bladder. Seedlings within the intramural ureter must 
be destroyed. RoBERT TuRELL, M.D. 


Papilloma of the Renal Pelvis in Dye Workers. J. B. 
Macatpine. Brit. J. Surg., 1947, 353; 137+ 


Since the work of Rehn, published in 1895, it has 
been known that papillomatous disease of the urinary 
bladder is more prevalent among dye workers than 
among members of the general population. The 
author has seen many such vesical neoplasms among 
dye workers in Manchester, England. 

In the present communication, the author reports 
2 cases of papillomas of the renal pelvis. In one of 
the patients, who had had antecedent vesical papil- 
lomas, the lesion occurred bilaterally. In one pa- 
tient the renal tumor was discovered 4 years after 
discovery of the vesical neoplasm, and in the other 
patient, 5 years after discovery of the vesical neo- 
plasm. 

The author states that in one case the tumor was 
overlooked until it had grown to a large size, in spite 
of periodic cystoscopic examinations. Because of 
this error, it later became routine practice to per- 
form excretory urography at relatively short inter- 
vals in these papilloma-forming individuals. A pe- 
rusal of the literature disclosed reports of 6 other 
- cases of papillomatous disease in the upper urinary 
tract of dye workers. Rosert TureELL, M.D. 


Wilm’s Tumor. Gerry L. Esrersky, SIpNEY H. SAFFER, 
Cartes E. PANorr, and MENDEL JAcost. J. Urol., 
Balt., 1947, 58: 397. 


The authors have added 3 cases to the previously 
54 reported cases of Wilm’s tumor occurring in 
adults. They give detailed descriptions of the clini- 
cal, laboratory, and pathological findings in the 3 
cases. 

The occurrence of Wilm’s tumor, adenomyo- 
sarcoma, is apparently not rare in the adult. It has 
been postulated that when the tumor fails to mani- 
fest itself in childhood it is probably the result of ar- 
rested development of a myotome which embryo- 
logically became included in the development of the 
kidney. When the tumors fail to develop until adult 
life, 80 per cent manifest themselves in the fourth, 
fifth, and sixth decades. 

The preoperative diagnosis of Wilm’s tumor fre- 
quently presents a difficult problem. The so-called 
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diagnostic triad, hematuria, pain, and abdominal 
mass, was infrequently of diagnostic assistance. In 
the 3 cases reported by the authors the common 
findings were an unusually large kidney mass asso- 
ciated with a high elevation in temperature but un- 
accompanied by any noticeable urinary infection. 
The prognosis is more unfavorable than the known 
poor prognosis in children. _, 

The diagnosis never having been made preopera- 
tively in an adult, there is no record of preoperative 
x-ray therapy. Surgery, supplemented in an occa- 
sional case by deep x-ray therapy, has usually been 
the treatment of choice. 

Peter L. Scarpino, M.D. 


Wilm’s Tumor. C. M. BURGESS. J. Urol., Balt., 1947, 
58: 412. 

Wilm’s tumor is a highly malignant neoplasm oc- 
curring most frequently prior to the third year, but 
about once in 25,000 hospital admissions. The early 
diagnosis of this tumor remains somewhat difficult 
since it fails to give rise to noticeable symptoms in its 
early stages. The first sign in the child is usually 
abdominal swelling, but here, again one must con- 
sider neuroblastoma, hyperneyhroma, free peritoneal 
embryoma, and hydronephrosis in the differential 
diagnosis. The surgeon frequently and perhaps for- 
tunately must resort to exploration to establish the 
diagnosis. It is of great interest that certain opera- 
tors have reduced the mortality from 98 per cent 
during the period from 1914 to 1923 to 4o per cent 
from 1932 to 1941 by removing the tumor as soon as 
the diagnosis has been made clinically, without pre- 
operative x-ray therapy. The !arger tumors are taken 
out transabdominally. Postoperatively the patients 
receive x-ray therapy, but not because of any known 
beneficial results. It is known, states the author, 
that irradiation has never destroyed a metastatic 
lesion. 

The author reports a 3 year cure of a 3 year old 
female child whose diagnosis was facilitated by a 
“fortunate” minor accident resulting in pain in the 
left upper quadrant, vomiting, and a rigid, tender 
abdomen with elevation of the temperature. These 
symptoms focused the attention of the author on a 
lesion in the left upper abdomen. The preoperative 
diagnosis was ruptured intraperitoneal viscus. An 
emergency exploratory laparotomy was performed 
with a left subcostal incision. A large retroperitoneal 
mass was observed but the operator elected not to 
attempt removal of the mass at this time. Eleven 
days later utilizing the transperitoneal approach of 
Ladd, the tumor was removed. Gross inspection re- 
vealed that the tumor was small, occupying the lower 
pole of the kidney. The remainder of the mass was 
the enlarged kidney due to intracapsular hemorrhage. 
Microscopically, the tumor was a typical Wilm’s 
tumor. Adjacent lymph nodes failed to show tumor 
microscopically. Postoperatively, a full course of 
deep x-ray therapy was administered beginning a 
week after discharge. Check-ups at 6 month inter- 
vals have failed to reveal metastases. The author is 
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perhaps justifiably optimistic since it has been 

authoritatively reported that no patient surviving 2 

years has died later of the original Wilm’s tumor. 
Peter L. Scarprino, M.D. 


Retroperitoneal Tumors of Gerota’s Pararenal 
Adipose Space (Tumor retroperitoneal de la at- 
mosfera adiposa pararenal de Gerota). A. GRANARA 
Costa. Rev. argent. urol., 1946, 15: 301. 


Retroperitoneal tumors in the strict sense of the 
word may be divided according to their location 
into median, lateral or lumboiliac and those of the 
lesser pelvic cavity. The tumors may be cystic or 
solid. Approximately 50 per cent of the tumors are 
malignant. The following are encountered, in de- 
scending order of frequency: lipomas, fibrolipomas, 
fibromas, fibromyomas, and myxomas. 

The majority of authors when referring to lumbar 
retroperitoneal tumors have in mind those closely 
connected with the kidneys and located within 
Zuckerkandl’s fascia. However, tumors may develop 
in Gerota’s pararenal fatty tissue. 

Retroperitoneal tumors are, as a rule, multilobular 
and have an elastic consistency and a grayish color. 

Moderate pain and a sensation of heaviness are 
usually the first symptoms. 

Inspection may detect a tumefaction of the involv- 
ed region when the tumor has attained a certain 
size. A collateral venous network and, less frequent- 
ly, a varicocele may be found. The tumor does not 
move with respiration. On percussion a zone of 
dullness may be found in places not covered by the 
large intestines, while a characteristic sonorous 
sound may be produced in front and below the tu- 
mor. Roentgenograms reveal a shadow which may 
be confluent with that of the liver. The hepatic or 
splenic flexure is pushed toward the median line and 
downward. Intravenous pyelography shows that 
the tumor is adjacent to the kidney but does not 
involve it. Retrograde pyelography reveals similar 
conditions. Functional tests of the kidneys show the 
organs to be normal. Edema of the lower extremities 
or ascites is rare. If the tumor is benign it is usually 
of slow evolution. 

The differential diagnosis of a tumor of Gerota’s 
space should include kidney tumors, those of the 
perirenal space or the liver, and cysts of the pan- 
creas, mesentery, and ovaries. Roentgenograms tak- 
en in the lateral direction are very valuable because 
they may show a shadow between the spine and the 
kidney. The latter may be displaced toward the 
midline. The tumor is always situated behind and 
below the kidney. Perirenal and pararenal tumors 
usually can be differentiated only at operation. 

The treatment is surgical. The twelfth rib may 
have to be resected. A vertical incision from the 
axilla to the iliac bone offers good exposure. Large 
tumors require the transperitoneal approach. 

The author removed a tumor of Gerota’s space 
from a man 38 years of age. The weight of the tumor 
was 1.3 kgm. The histologic diagnosis was fibromyx- 
osarcoma. Josepu K. Narat, M.D. 


Tuberculosis of the Terminal Portion of the Ureter 
(La tubercolosi del tratto terminale dell’ uretere). 
ANTONIO MANNELLI. Rass. internaz. clin. ter., 1947, 
27: 333- 

The histologic findings in a large number of cases 
show that tuberculous infection of the ureter occurs 
essentially by two different routes: the canalicular 
and the adventitial. 

Early localization of the specific infection at the 
vesical end of the ureter, owing to the fact that this 
portion is the lowest point at which the urine is 
normally stopped for a moment before it passes into 
the bladder, is revealed by careful observation of 
serial sections. The resultant spasmodic state of the 
ureteral extremity, although incapable of causing a 
real and persistent retention, nevertheless produces 
an overfilling of the canal with urine and interferes 
with the normal peristaltic waves. The more pro- 
longed contact of the infected urine with the ureteral 
mucosa and the contemporaneous circulatory dis- 
turbances facilitate a slow and uniform ascending 
dissemination of the bacilli over the entire length of 
the canal without causing a simultaneous dilatation 
like that which is observed in chronic ureteropyelitis 
secondary to retention of urine in the bladder. At 
the same time, the specific infection also invades the 
ureteral adventitia essentially by the lymphatic route 
and proceeds downward from the cellular tissue of the 
renal hilus along the connective tissue strata which 
surround the ureter; the severity of this infection, 
therefore, decreases gradually toward the lower end 
of the ureter. The superimposition of the two proc- 
esses, which by two different routes (internal canali- 
cular and external adventitial) advance in opposite 
directions, results in the classical macroscopic as- 
pect of tuberculous ureteritis under the form of a 
thick, rather hard cylinder, more or less regular in 
its entire length, with restricted lumen or completely 
abolished lumen. 

The author does not deny that other processes 
may establish the specific infection of the ureter, as 
he realizes there are no organic barriers capable of 
offering permanent and insurmountable resistance to 
the tubercle bacillus. RIcHARD KEMEL, M.D. 


Cystectomy and Ureteral Transplantation. Davip 
A. Drertinc and A. Hyman. J. Urol., Balt., 1947, 
58: 435. 

The authors report the case of a patient who, at 
47 years, was found to have an infiltrating papillo- 
matous vesical tumor involving the left posterior 
wall and the dome to the right of the midline. Biopsy 
showed an infiltrating medullary carcinoma with 
involvement of the lymphatics. A hysterogram dem- 
onstrated submucous fibroids and the uterus was 
found to be slightly enlarged with an irregular sur- 
face due to the presence of small myomas. The cervix 
revealed leucoplakia and severe erosion. The blood 
was not significantly abnormal and the urine showed 
many red blood cells. 

At exploratory laparotomy, the bladder was found 
to be the seat of an-extensive infiltrating tumor in 


} 

nal 
In 
non 
un- 
jon. 
tive 
een 
). 
947; 
oc- 
but 
arly 
cult 
1 its 
ally 
neal 
for- 
the 
era- 
ent 
cent 
n as 
pre- 
‘ken 
ents 
own 
hor, 
atic 
old 
ya 
the 
nder 
hese 
on a 
tive 
An 
med 
neal 
to 
even 
h of 
n re- 
ower 
was 
lage. 
ilm’s 
se of 
1g a 
nter- 
or is 


480 


two distinct masses, and on the anterior surface of 
the uterus there was a nodule which suggested a 
carcinomatous implant. There was no distinct in- 
volvement of the lymph nodes, nor distant metas- 
tases. Immediate resection of the bladder and uterus 
was indicated, and a preliminary ureteroenterostomy 
was believed to be ill advised because of the imminent 
threat of neoplastic spread. At the conclusion of the 
uterine and vesical resection the patient’s condition 
would not permit a ureteroenterostomy, and a bi- 
lateral ureterocutaneous implantation was accom- 
plished. A histological study of the surgical speci- 
mens showed no neoplastic process in the uterus and 
the vesical lesion had as yet not penetrated the 
serosa. 

Following surgery, the ureters retracted from the 
skin edges and there developed finally a uretero- 
cutanecvaginal fistula. After a period of drainage of 
urine from the operative wound and final closure of 
the retracted initial ureterocutaneous openings, the 
patient’s suprapubic wound closed and the urine 
drained only through the vagina. 

Eighteen weeks following the first operation the 
patient was again operated upon in the attempt to 
complete a right ureteroenteric anastomosis. Four 
weeks later the left ureter was implanted into the 
bowel. The course following these procedures was 
benign and the patient was discharged from the 
hospital. 

Five months later the patient was readmitted for 
biopsy of a mass in the right groin. The biopsy spec- 
imen demonstrated adenocarcinoma and the patient 
died 2 months later or 13 months following the initial 
surgery. 

At autopsy there was found widely disseminated 
carcinomatosis and the urinary tract demonstrated 
chronic pyelonephritis. It is interesting that the 
right ureteroenterostomy opening was plugged at 
least partially by a retained portion of the rubber 
tube used when the Coffey III operation was per- 
formed. The authors consider this a rare but signifi- 
cant complication. 

The case reported illustrates quite vividly the fact 
that ureterocutaneous implantation does not contra- 
indicate future ureteroenterostomy even in the face 
of serious local complications since even in this in- 
stance the cause of death was carcinomatosis rather 
than renal failure due toan unsuccessful implantation. 

Rosert Licu, Jr., M.D. 


BLADDER, URETHRA, AND PENIS 


Vesical Diverticula. Harry M. Spence and Sypney S. 
Barrp. J. Urol., Balt., 1947, 58: 327. 


A series of 35 cases of vesical diverticula is analyzed 
and the principles underlying their clinical manage- 
ment are reviewed. The cases are divided into 3 
groups: (1) cases in which no treatment, or palliative 
treatment only was administered, (2) those in which 
transurethral resection only was performed, and (3) 
those in which diverticulectomy with surgery of the 
bladder neck, as indicated, was carried out. 


INTERNATIONAL ABSTRACTS OF SURGERY 


The etiology of vesical diverticula consists of some 
interference with bladder emptying, which results in - 
an outpouching of the mucosa through points of 
congenital weakness of the bladder musculature. 
This results in sacculations devoid of muscle fibers, 
and hence lacking in expulsive power. The size of 
the orifice may vary from that of a pin point to a 
diameter of a centimeter or so. 

Diverticula are more common in men of middle 
age or beyond, but they occur also in women, and 
occasionally in younger individuals. 

The causative obstructive factor in the authors’ 
series was adenomatous hyperplasia of the prostate 
in 16 patients, median bar or fibrous contracture of 
the bladder neck in 7, urethral stricture in 6, neuro- 
genic dysfunction in 2, and urethral valves in 1 pa- 
tient. In 3 cases no cause was demonstrable. 

There are no pathognomonic symptoms of vesical 
diverticulum. The symptoms of bladder neck ob- 
struction plus those of infection, which is usually 
present, constitute the clinical picture. Residual 
urine, often of a foul character, is a prominent fea- 
ture. Gross hematuria may occur. 

Certain complicating lesions may occur in con- 
junction with diverticula, such as carcinoma arising 
in or involving a diverticulum, and calculi in the 
diverticulum or lying in the bladder in the form of a 
“dumb-bell” stone. Occasionally the ureteral orifice 
opens into the diverticulum and complicates the 
operation. 

The treatment of vesical diverticula consists of 
correction of the bladder neck obstruction and elimi- 
nation of the retention and concomitant sepsis in the 
diverticulum proper. In the small, wide-mouthed, 
freely emptying sac, relief of bladder neck obstruc- 
tion alone may suffice. In the larger types diverti- 
culectomy is necessary sooner or later to restore nor- 
mal micturition. 

The authors believe that diverticulectomy should 
be performed as a primary procedure whenever re- 
tention in the diverticulum is demonstrated irrespec- 
tive of the size of the sac. To perform a transure- 
thral resection of the prostate initially and watch the 
outcome of this on the emptying of the diverticulum, 
results too often in an unduly prolonged convales- 
cence and an unsatisfactory end-result. 

The authors recommend the technique of diverti- 
culectomy described by Barnes and by Pearson which 
consists of the removal of the mucosal lining from 
within the fibrous sac. Once the line of cleavage is 
established this procedure is carried out with great 
ease and avoidance of injury to adjacent structures. 
After opening and exploring. the bladder the index 
finger is inserted through the orifice of the diverti- 
culum and the neck of the Jatter is severed extra- 
vesically. Through an incision in the upper, lateral 
aspect of the diverticulum the plane of cleavage is 
found and the mucosal lining is removed. The hole 
in the bladder is then closed from within the denuded 
diverticulum sac, which is drained and left in situ. 
Cigarette drains are used freely and left in place for 
at least 1 week. The bladder may be closed about a 
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suprapubic tube (Pearson), or closed tightly, a 
urethral catheter being used for drainage. (Barnes). 
FREDERICK A. LLtoyp, M.D. 


Intraperitoneal Rupture of Bladder. Cares 
Donovan Toor. J. Urol., Balt., 1947, 58: 431. 


The author reviews the literature with reference 
to the infrequency of intraperitoneal rupture of the 
urinary bladder in the female; its rarity is empha- 
sized. Reports were found of only 5 cases, and of 
this group 2 patients did not have an associated frac- 
ture of the bony pelvis. The apparent reason for the 
infrequent occurrence of intraperitoneal rupture of 
the bladder in the female is that the bladder is dis- 
tinctly an intrapelvic organ unless it is greatly filled 
with urine or is displaced into the abdomen by a 
gravid uterus. In the child and in the male, the blad- 
der occupies more of an abdominal position and is 
covered by peritoneum over a larger surface; hence, 
intraperitoneal vesical rupture is potentially greater. 

The case is reported of a 15 year old girl who was 
injured in an automobile accident. She was found 
to have an intraperitoneal rupture of the urinary 
bladder associated with a greatly displaced pelvic 
fracture. Due to associated injuries, the patient 
died before any surgical treatment could be under- 
taken. Rosert Licu, Jr., M.D. 


Desiccating Gangrene of the Bladder (Gangrena 
disecante de vejiga). Ropotro GONZALEz. Rev. 
argent. urol., 1946, 1§: 171. 

Gonzalez reports the case of a 59 year old woman 
who apparently was recovering from the grippe when 
symptoms referable to her bladder occurred. The 
condition progressed rapidly. Hematuria and pyur- 
ia, as well as vesical tenesmus became severe. A pu- 
trid urethral mass appeared which made catheteri- 
zation imperative. There was a foul urinary odor, 
and the patient’s condition showed a general toxic 
infection. Pneumonia set in and the patient expired. 
Autopsy revealed gangrene of the bladder with total 
necrosis of the mucosa, submucosa, and internal 
muscular coat. 

Theories regarding the cause and pathogenesis 
point to (1) toxicologic factors such as incarceration 
of the bladder by a gravid uterus and compression 
by instruments; (2) infections such as typhoid fever, 
meningitis, and grippe; (3) physicochemical factors, 
such as instilled hot or caustic solutions, x-ray burns, 
radium; and (4) nerve factors. 

The symptomatology and prognosis of the disease 
are discussed. Drainage is essential in the treatment 
in order to permit extraction and expulsion of the 
mucosa and prevent retrograde spread to the kidney. 

STEPHEN A. ZIEMAN, M.D. 


Disembrioplastic Tumor of the Bladder; Chondro- 
sarcoma (Tumor disembrioplastico de vejiga; 
condrosarcoma). LEON D. ARRUES and ARTURO DI 
Pietro. Rev. argent. urol., 1946, 15: 137. 


This is a case report of a 60 year old male who 
complained of ardor, dysuria, and hematuria for 3 


months. Cystoscopic examination revealed a blad- 
der tumor which was removed by radiobistoury. 

Pathologic studies revealed a tumor with predom- 
inant round cell infiltration, some differentiated fu- 
siform cells, and a zone of adult cartilage associated 
with undifferentiated and embryonal elements. This 
led to the interpretation that the tumor arose from 
a mesenchymal embryonic rest. 

This type of tumor is rare and two theories are pro- 
posed with regard to its origin. One states that the 
tumor is a metaplasia of the vesical mucosa, whereas 
the other states that it is an inclusion of a wolffian 
rest obtained during the formation of the trigone. It 
has several names: fusiform cellular sarcoma, rhab- 
domyosarcoma, and leiomyosarcoma. 

STEPHEN A. ZIEMAN, M.D. 


The Treatment of Bladder Cancer. Ratpy SHACK- 
MAN. Brit. J. Surg., 1947, 35: 140. 


The first instance of cancer of the urinary bladder 
was recorded in 1593. Operations for bladder neo- 
plasms have been performed since the early part of 
the seventeenth century, Albarran having ascribed 
the first recorded operation to Covillard. In 1874 
Billroth performed a suprapubic resection of a blad- 
der tumor; Sonnenburg, in 1885, performed a partial 
cystectomy with excision of the local peritoneum; in 
1887 Nitze introduced the cystoscope and subse- 
quently elaborated the method of transurethral cys- 
toscopic removal of the tumor with the aid of a snare, 
followed by cauterization of the raw base; in 1910 
Edwin Beer, of New York, introduced the high fre- 
quency current for transurethral diathermy; Bar- 
ringer, in 1922, and Hugh Young, in 1923, introduced 
the therapeutic application of radium. 

Total cystectomy was first carried out in 1887, but 
in 1915 French surgeons advocated this as the meth- 
od of choice for the treatment of vesical cancer. The 
first successful transplantation of ureters to the 
bowel was performed in 1852, but it was not until 
1931, when Coffey reported his series of transplanta- 
tions of the ureters in 35 patients, that the method 
began to gain popularity. 

Between the years from 1935 to 1946 the author 
observed 76 cases of carcinoma of the bladder. Thir- 
ty of these patients were considered suitable for rad- 
ical treatment which consisted of partial or complete 
cystectomy after ureterocolic anastomosis. ; 

Ureteric transplantation and complete cystecto- 
my was contemplated in 21 patients. Of these, 12 
died (a mortality of 57 per cent) at some stage of the 
operative program. 

Partial cystectomy, which can only be performed 
if the neoplasm is situated in a favorable site, was 
performed nine times with no mortality but with a 
recurrence in 5 patients. 

Cutaneous ureterostomy was performed in one pa- 
tient who died 4 days after operation of peritonitis 
and uremia. 

The late results of treatment were poor and quite 
similar to those of treatment of gastric cancer. 

ROBERT TuRELL, M.D. 
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Urethral Diverticulum. W. Granam Knox. J. Urol., 
Balt., 1947, 58: 344. 

The occurrence of congenital diverticulum of the 
urethra in the male is rare. In the majority of cases 
reported in the literature, urethral diverticulum in 
the male is of the so-called acquired type. These di- 
verticula are most often located in the posterior ure- 
thra, for here is where the more complex structures 
of the prostatic portion give rise to a great variety 
of pathologic processes capable of acting as precursors 
of a diverticulum. Among these are included the 
gonococcal infections and complications, straddle in- 
juries, strictures, instrumentation accidents, and the 
lodgment of calculi, either vesical or prostatic in ori- 
gin. The congenital lesions are confined for the most 
part to the anterior or pendulous urethra. They oc- 
cur in the midline and usually arise from the floor of 
the urethra. 

Congenital cysts arising from glandular rests may 
rupture into the urethra, thus forming diverticula. 

Congenital diverticula may be asymptomatic for 
many years, and their presence may then be discov- 
ered because of secondary inflammatory changes re- 
sulting from urinary stasis in their lumen. A few 
have been discovered by chance during endoscopic 
and x-ray examination for an unrelated complaint. 
Symptoms vary from minimal incontinence to a 
most distressing frequency and tenesmus, the latter 
more marked when the lesion is near the sphincter. 

Occasionally the diagnosis is difficult to make; it 
is simplified by the presence of a palpable swelling on 
the ventral penile shaft but, as is usually the case, 
the external genitalia show no abnormality and the 
patient is suspected of having merely a urethritis. 
He is often treated for such, and the opening of the 
diverticulum, which may be quite small, is missed 
during endoscopy. The diagnosis is made most read- 
ily by careful study of a cystourethrogram. The 
bladder is filled with 200 c.c. of 10 per cent skiodan 
and views are taken during or right after the patient 
has been allowed to urinate approximately one-half 
the amount of the dye. 

If allowed to go untreated, congenital diverticula 
are likely to become the source of an inflammatory 
process which potentially may lead to suppuration 
anywhere in the urinary tract. Occasionally calcu- 
lus formation or fistulous tracts have been reported 
as arising in them. Since palliative measures such as 
urethral dilatation, chemotherapy, or endoscopic en- 
largement of the neck of the diverticulum have not 
proved satisfactory, it would appear that surgical ex- 
cision of the sac is the procedure of choice. Excel- 
lent exposure is obtained with the patient in the 
lithotomy position and the use of a vertical midline 
incision. This should be placed posterior to the scro- 
tum to avoid a fistula. Careful plastic repair of the 
urethra over a fairly large rubber catheter will pre- 
vent stricture postoperatively. The complication of 
wound infection leading to fistula must be considered 
and adherence to rigid aseptic technique, accurate 
hemostasis, and careful approximation of the wound 
layers should be stressed. 


INTERNATIONAL ABSTRACTS OF SURGERY 


The author reports the case of a congenital diver- 
ticulum of the urethra in an 18 year old male who © 
complained of incontinence of from to to 15 c.c. of 
urine, 15 to 20 minutes after micturition for 2 months 
prior to admission. Anteroposterior and lateral 
urethrograms revealed dilatation, to 2 times normal 
size, of the proximal third of the pendulous urethra. 

An attempt was made to plicate the bulbocaver- 
nosus muscle over the corpus cavernosum urethrae in 
the hope that this wquid permit voluntary emptying 
of the sac or its obliteration by extrinsic pressure, 
but this was of no avail, and 1 month later the diver- 
ticulum was resected. An uneventful recovery fol- 
lowed. Frepexick A. Lioyp, M.D. 


GENITAL ORGANS 


Heterotopic Bone Formation after Prostatectomy. 
B.S. AsesHouseE. J. Urol., Balt., 1948, 59: 50. 


Extraskeletal heterotopic bone formation may be 
classified as of the periosteal, fascial, muscular, or 
combined type. It is a rare lesion, and the incidence 
is greater following intraperitoneal operations than 
suprapubic operations on the bladder and prostate. 
This is explained by some writers as being due to the 
fact that the linea transversa of the rectus muscle is 
the embrylogical remnant of a rib, and that the linea 
alba is the downward proliferation of the sternum. 
A total of 17 cases of heterotopic bone formation 
following suprapubic operation have been reported 
previously, and the author’s case brings this total to 
18. A number of theories have been advanced as to 
the pathogenesis and etiology of this lesion, but none 
has received widespread support. Trauma seems 
definitely to be a predisposing factor. It is to be 
emphasized that this lesion is composed of true 
cancellous bone in the majority of cases, and is not 
simply calcification of a soft tissue. 

Careful palpation establishes the diagnosis, which 
must be differentiated from the following conditions: 
foreign body, osteitis pubis, hematoma of muscle, 
tumor (either of soft tissue or bone), luetic myositis, 
faulty healing following fracture of the pubic bone, 
congenital osteoma of the skin, and calcification or 
ossification in a malignant tumor in the suprapubic 
area. The treatment is excision of the growth. 

Abeshouse reports the case of a 54 year old Jewish 
male who underwent a two stage suprapubic prosta- 
tectomy and cystolithotomy, and a subsequent exci- 
sion of fibrous tissue with a Young’s prostatic punch. 
Convalescence was uneventful, but 6 weeks after 
operation a 4 cm. knoblike mass was palpated in the 
upper end of the incision. Roentgenograms sup- 
ported the diagnosis of heterotopic bone formation. 
Excision was carried out and the bone was found to 
be attached to the lower layer of the rectus sheath 
and extended into the body of the rectus muscle. 
Microscopic study disclosed the presence of fully 
developed bony trabeculae within which there were 
Haversian canal systems. The patient was followed 
up for 3 years and showed no signs of recurrence. 

JosrrH E. Maurer, M.D. 
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The Importance of Brucellosis Orchiepididymitis 
(Orcoepididimitis brucelosa; su importancia). 
LERMO IACAPRARO. Rev. argent. urol., 1946, 15: 29. 

Brucellosis as cause of orchitis and epididymitis 
has received little attention, and practically never 
enters into the differential diagnosis of urinary or 
genital lesions. However, in the author’s country 
the disease is frequent enough that it must always be 
ruled out whenever genital tuberculosis, postgono- 
coccal, colibacterial, or pyogenic lesions are encount- 
ered. This should be the case whenever pasteuriza- 
tion of milk is not done. 

Because of the vatiable symptomatology of bru- 
cellosis, clinical diagnosis for the most part must de- 
pend upon laboratory findings. The cardinal symp- 
toms are fever, sweats, pains or aches, asthenia, 
splenomegaly, and constipation, while the accessory 
symptoms include anemia, hepatomegaly, orchido- 
epididymitis, and adenitis. The various clinical 
forms of the disease are hemorrhagic, pulmonary 
pseudotuberculous, hepatic, nervous, and urogenital. 
The last named is by no means an exceptional or 
rare complication. According to the author, gen- 
ital complications ranged between 4 and 40 per cent. 

Iacapraro reports 16 cases of urogenital brucell- 
osis, 13 occurring during the febrile period and 3 
during convalescence. There were to patients with 
epididymitis, 3 with prostatovesiculitis, 2 with urete- 
roprostatocystitis, and 1 with vesiculitis and funicu- 
litis. STEPHEN A. ZIEMAN, M.D. 


Perineal Testicle. ArtHur B. Cecit. J. Urol., Balt., 
1947, 58: 384. 

The author presents a very succinct account of 
ectopia of the testicle with a review of the theories 
of normal and abnormal testicular migration. The 
patient whose case is reported suffered an ectopic 
testicle of perineal location, which is the one-hun- 
dred and fourth case reported in the literature. 

The perineal testicle lies freely movable in the 
perineum on either side of the median raphe and 
between an imaginary line drawn behind the scro- 
tum and in front of the anus. The scrotum of these 
patients is asymmetrical, containing both a normal 
and rudimentary pouch. 

The case reported was that of a 22 year old indi- 
vidual who presented a congenitally misplaced peri- 
neal testicle. The testicle was approached through 
a left inguinal incision and the cord isolated. The 
testicle was then felt in the depths of the perineum, 
but could not be satisfactorily outlined. A perineal 
incision was made and after a rather firm gubernac- 
ulum was divided, the testicle was delivered through 
the abdominal wound without difficulty. The rudi- 
mentary left portion of the scrotum was enlarged, 
though the normal scrotal ring was absent. The 
testicle, which was found to have an adequate cord, 
was placed in the newly created scrotal pocket, a 
scrotal ring was formed, and the wounds closed 
without attachment of the testicle to the scrotum. 
The resultant repair was entirely satisfactory. 

Rosert Licu, Jr., M.D. 


Epididymotesticular Infarct or Apoplexy (Infarto o 
— RopOLFO DE SURRA 
ANARD. Rev. As. méd. argent., 1947, 61: 644. 

Epididymotesticular apoplexy is a rare entity. Its 
etiopathology is not known, although its mechanism 
may be due to an arterial infarct, a thrombus, or a 
capillary apoplexy. The symptoms and diagnosis 
are so similar to torsion that the surgeon often resorts 
to expectant treatment with consequent ill results. 
An immediate castration, as was done in the author’s 
case, may give more promising results; however, 
they have not, as yet, been evaluated. 

The testicle was 58 mm. in length and 38 mm. in 
its transverse diameter. The spermatic cord was 
swollen due to the edema of the connective tissue. 
The vas deferens appeared to be injected with blood. 
The microscopic examination showed that both the 
arterial and venous blood vessels were obliterated by 
thrombi, while an inflammatory infiltration covered 
all of the vascular layers. 

ARTHUR F. Crpotta, M.D. 


Malignant Epithelial Tumors of the Testis (I 
tumori epiteliali maligni del testicolo). SALVATORE 
D’ArrRIGO. Gior. med., Palermo, 1947, 4: 116. 


The histogenesis of testicular tumors is uncertain. 
Therefore, the classification of these tumors is based 
on their morphological aspects. Carcinomas of the 
testis, which constitute the greater part of the 
testicular neoplasms, may be divided into two 
groups, namely: seminomas and polymorphous 
epitheliomas. This classification is justified because 
both groups have distinct histological aspects, and 
differ from one another clinically and biologically. 

The term polymorphous epitheliomas comprises a 
variety of carcinomas, such as those with glandular 
aspect, papilliferous formations, cystic glandular 
structure, syncytiomas, and mesotheliomas. The 
cells may be cylindrical, cuboid, or may resemble en- 
dothelium. ARTHUR F. M.D. 


MISCELLANEOUS 


Excretory Urography by the Intramuscular Route 
in Adults (Urografia excretiria por la via intramus- 
culareneladulto). Ricarpo BERNARDI. Rev. argent. 
urol., 1946, 15: 279. 

The author states that intramuscular urography 
offers advantages over the intravenous route in cases 
in which the veins are difficult to find, in which re- 
peated injections of hypertonic glucose solution 
occlude the blood vessels, or the sclerosis of veins is 
caused by the treatment of renal insufficiency. The 
results compare favorably with those following in- 
travenous injections of opaque medium. 

To diminish pain, novocain is added. The author 
mixes 20 c.c. of nitasom with 20 to 30 c.c. of 2 per 
cent novocain and normal saline solution, to make a 
total amount of 40 to 50 c.c. Twenty-five cubic 
centimeters of the mixture are injected into the 
gluteal region, and roentgenograms are taken 30, 
60, and go minutes later. The needles should be 
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6 to ro cm. long because shorter ones deposit the 
solution in the fat tissue instead of the muscles. 

It should be remembered that absorption and 
excretion of the injected solution take place much 
faster in children than in adults. 

The x-ray images are clearer in patients with one 
kidney, whether this be a congenital or acquired 
condition. The same statement applies to patients 
with but one functioning kidney. 

It is advisable to divide the total amount of 
solution into two equal parts, each to be injected into 
the right or left gluteal region, respectively. Occa- 
sionally a sensitivity at the site of the injection may 
remain for 1 or 2 days. The pain may be relieved by 
warm applications. Josepu K. Narat, M.D. 


High Resection of the Vas Deferens in Genital 
Tuberculosis (La deferentectomia alta en las 
tuberculosis genitales quirurgicas). GUILLERMO 
TaAcapRARO. Rev. argent. urol., 1946, 15: 147. 


Total resection of the vas is recommended in the 
cure of tuberculous orchidoepididymitis; the scrotal 
as well as the inguinal portions should be excised 
even to the prostatic area, particularly when the 
lesion involves the internal inguinal region. 

The development of the disease is so variable that 
there is no way to determine which course it may 
take. Involvement of the prostate and bladder is 
perhaps more frequent than that of the testicles 
when the vas contains the primary focus. Secondary 
spread is intercanalicular, via the lymphatics or ad- 
jacent structures. 

The results of high resection were uniformly good 
in the hands of the author, although it was shown 
that urinary fistula may occur following high defer- 
entectomy. STEPHEN A. ZreMAN, M.D. 
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Cancer of the Male Breast Secondary to Estrogenic 
Administration. Wu1Lt1AM ABRAMSON and H. 
Warsnawsky. J. Urol., Balt., 1948, 59: 76. 


Lacassagne in 1932 made the first report of the 
development of breast cancer following the injection 
of estrogens in male mice of a strain in which the in- 
cidence of cancer was high in the female. From the 
practical standpoint it seems one must accept the 
conclusion that when there is no estrogenic stimula- 
tion there is no development of mammary tumors 
in male mice. 

It is well known that diethylstilbestrol causes in- 
crease in thickness of the duct§ of the breast tissue, 
along with increased vascularity and connective 
tissue proliferation. 

Development of cancer of the breast following the 
use of stilbestrol therapy in the male has not been 
reported, but 3 cases in the female have been re- 
ported. 

The authors report the case of a 51 year old negro 
who had terminal metastatic carcinoma of the pros- 
tate and was treated with 1,097 mgm. of diethylstil- 
bestrol over a period of 489 days. The breasts were 
normal at the beginning of treatment, but post- 
mortem examination revealed irregular, firm, nodu- 
lar masses in both breasts. These were adherent to 
the pectoral fascia. Section revealed diffuse neo- 
plastic, infiltrative growth with involvement of the 
axillary nodes. General metastases were present 


from the carcinoma of the prostate. Histopathologi- 
cal examination of the breast tissue showed diffuse, 
infiltrating growth with myxomatous stroma, and 
marked hyperplastic changes in the ductal epitheli- 


um. Pathological diagnosis was cancer of the breast, 
and carcinoma of the prostate. 
JoserH E. Maurer, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


On Injuries of Bone and Bone Marrow after Intra- 
osseous Injections. LENNART WALLDEN. Acta 
chir. scand., 1947, 96: 152. 


The intraosseous technique has in recent years 
been used for the therapeutic injection of fluids, 
stimulants, and narcotics, when the intravenous 
route was not readily available. During use of intra- 
sternally injected contrast media for urography, pain 
occurred unless the solution was diluted to be iso- 
tonic. This suggested the possibility of tissue dam- 
age from hypertonic solutions. 

Data on bone complications following intraosseous 
injections are few. In a series of 750 intraosseous in- 
fusions reported by Sondergaard (1946) 5 cases 
(0.67%) of osteomyelitis occurred. Of a group of 23 
patients in whom 50 per cent glucose was injected 
32 times, 3 patients developed osteomyelitis. The 
author describes and presents the roentgenograms of 
the tibia of a child in whom a bone-marrow needle 
was left in situ for 5 days for frequent injections of 
sulfathiazole. Recovery from meningitis followed, 
but a periosteal reaction and irregular density of the 
bone was still apparent one year later. The intense 
alkalinity (pH 10.8) of sulfathiazole is suggested as 
the causative factor of this response. 

Care in placing the needle is necessary so that the 
epiphysis is spared any danger of trauma. The 
needle should lie free in the marrow cavity so that 
subperiosteal extravasations and penetration of the 
opposite cortex are avoided. 

Animal investigations correlating the x-ray, and 
histological findings at frequent intervals after the 
injection of various substances emphasize the lim- 
ited sphere of usefulness of the intraosseous tech- 
nique. In addition to the requirements for intrave- 
nous fluids, intraosseous fluids must approximately 
conform to the osmotic and acid-base conditions of 
the blood. Chemical toxicity of certain contrast 
media studied was suspected as a factor contribu- 
ting to the bone and bone marrow defects observed. 
Prime among the complications was thrombosis of 
certain vessels vital to sections of bone. Experimen- 
tally some of the degenerative changes in bone and 
marrow seem to be reversible, but others have led to 
permanent deformity in the affected bone. The use 
of the intraosseous route is, therefore, not without 
danger and should be used only when venous punc- 
ture is impossible. | Frances E. BRENNECKE, M.D. 


The Neuroendocrine Syndromes in Recklinghau- 
sen’s Disease (Les syndromes neuro-endocriniens 
d’ ostéolyse diffuse). PreERRE LomBARD. Rev. orthop., 
Par., 1947, 33: 312. 


The origin of the disturbances which manifest 
themselves clinically as a process of osteolysis must 


be sought much higher in the central nervous system 
than is generally admitted. The ganglia in the hy- 
pothalamic region of the diencephalon send and re- 
ceive nerve impulses upward through the thalamus 
to the region of the cerebral cortex, and downward 
toward the hypophysis and the vegetative nervous 
system to the farthest reaches of the body. How- 
ever, it is to the hypothalamus itself that the atten- 
tion is particularly drawn by the clinical manifesta- 
tions accompanying the process of osteolysis. In 
Recklinghausen’s disease itself the osteoporotic pro- 
cess may be accompanied by pain which is neither 
radicular nor neuritic in character. There is fre- 
quently a weakening and wasting of the muscles ac- 
companied by a marked hypotonia and reduced ex- 
citability to the electric current but without the re- 
action of degeneration. These manifestations could 
conceivably be ascribed to peripheral influences, 
such as disturbances in the metabolism of calcium 
and phosphorus. However, this cannot be affirmed 
for the cardiovascular signs, such as tachycardia and 
sudden failure of the cardiac muscle, and the polla- 
kiuria and renal pains resembling the crises of renal 
calculus. 

The occasional attacks of tetany in this condition 
also point directly to the hypothalamus. The hypo- 
thalamus acts directly on the parathyroids by nerve 
impulses or through the hypophysis (the correlation 
between the hypophysis and hypothalamus is recog- 
nized), and results in the development of an adeno- 
ma in one of these glands; indeed, the fact that the 
adenoma develops in only one of these glands as a 
rule speaks against a local cause. In tetany the ex- 
citability of the facial nerve (Chovstek’s sign) and 
the mental manifestations of irritability and, even- 
tually, psychoses and mental confusion states, speak 
for involvement at a high level of the brain. This 
tetany does not necessarily clear up with return of 
the calcium and phosphorus of the blood to normal. 
A similar type of tetany is frequently seen in condi- 
tions which are admittedly bound up with distur- 
bances of the central nervous system (hypophysio- 
hypothalamic), such as those following certain thy- 
roidectomies and puerperal eclampsia. In fact, the 
manifestations in tetany are so poorly understood 
from the content of calcium and phosphorus in the 
blood that the author has been impelled to incrimi- 
nate a toxic action of guanidine. 

With regard to the general subject of osteomalacia 
—which becomes an extremely vague one when 
Recklinghausen’s and Paget’s diseases are excluded 
—this does not seem to be one condition, etiologi- 
cally considered, but a number of osteomalacias, 
such as those associated with pregnancy when the 
burden is imposed on the hypophysis, and in turn on 
the hypothalamus, by the developing fetus and the 
subsequent lactation. Likewise, the healing of this 
condition is brought about by dophorectomy, which 
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can be compared to parathyroidectomy with regard 
to its effect on the neurovegetative system. 

Likewise, there does not appear to be only one ra- 
chitis; rather there are a number of rachitic condi- 
tions, of which the florid form encountered by the pe- 
diatrician approaches the adiposogenital syndrome 
of Froehlich, while the hypotrophic form of rachitis 
inclines toward Simmonds disease; both are known 
to be of central origin. 

The hypothalamohypophyseal origin of a diffuse 
osteolytic process is seen under a different aspect, 
but with greatest clarity, in Albright’s disease. Here 
the accompanying arrest of bodily growth, the pre- 
mature closure of the epiphyses, the precocious pu- 
berty, and the retardation of intellectual develop- 
ment is purely central. Also, the patches of abnor- 
mal pigmentation are understood when the role of 
the hypothalamus and the hypophysis in the origin 
and transport of melanocytes is remembered. 

Paget’s disease is very similar to that of Reckling- 
hausen’s disease in many respects; so similar indeed, 
that in many caSes the two cannot be distinguished 
by means of the microscope, and one condition seems 
at times to develop into the other. Paget’s disease 
is admitted to be on a hypothalamo-hypophyseal ba- 
sis and assumption of the same origin for Reckling- 
hausen’s disease would explain the similarity. 

Finally, it is pointed out that the disturbances of 
capillary permeability controlled by the neuroendo- 
crine influence of the higher centers on the reticulo- 
endothelial system in its regulation of the metabolic 
exchanges going on in the bone do not always result 
in simple lysis of bone; there are also places where os- 
teoplastic processes predominate and result in oste- 
oid proliferation bordering on tumor genesis, and 
here the influence of the neuroendocrine and nervous 
systems on the processes of cell division and nuclear 
multiplications, culminating in the production of 
parathyroid and hypophyseal adenomas and in the 
proliferation of fibroplastic areas within the bone it- 
self, is related to tumor formation in general. 

In this necessarily sketchy discussion of a vast 
subject the author tries to emphasize the fact that 
the problem of osteolysis must be reoriented to in- 
clude systemic studies of the anatomic and function- 
al disturbances of the vegetative ganglia in the dien- 
cephalic region of the brain. 

Joun W. BRENNAN, M.D. 


A Case of Disseminated Cystic Fibrous Osteitis; 
Polyostotic Fibrous Dysplasia—Albright’s Syn- 
drome (Sébre um caso de osteite fibrosa cfstica 
disseminada; displasia. fibrosa poliost6tica—sin- 
drome de Albright). A. B. UtHoa Crntra, HELIO 
LovuRENGO DE OLIVEIRA, Em1L1o MATTAR, VERONICA 
Rapp, and Ewatpo Mario Russo. Arg. clin., 1947, 
7. 


The subject of this study was a girl of 19 who, at 
the age of 6 and after a cold, developed a swelling on 
the right side of the head including the eyeball. A 
roentgenogram revealed changes in the frontal bone. 
She was sent to Germany, and during the sea voyage 
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had a limp of the left extremity. The first diagnosis 
was Schueller-Christian disease, which was treated 
by roentgen therapy to the head and the left arm and 
thigh, in addition to oral and parenteral administra- 
tion of calcium preparations. At the age of 11 she 
fell and fractured the upper third of her left arm and 
femur; at the age of 12% she sustained another frac- 
ture of the upper third of the left femur. Later, she 
had an exploration of the parathyroids because she 
was suspected of having Recklinghausen’s disease, 
but no abnormalities were discovered. Homeopathic 
treatment was instituted without success, as she had 
7 incomplete fractures due to minimal causes during 
that time. After the age of 16 she felt stronger and 
by the age of 19 was leading a normal life, but she 
had 2 more fractures of the left wrist and arm. Men- 
struation started at the age of 12 and was normal. 
Examination disclosed a prominence of the right 
frontal bone and supraorbital arch, which displaced 
the eyeball downward, outward, and forward. Ex- 
tension of the elbow was limited to about 60 degrees. 
The left lower extremity was shortened and a bony 
swelling was felt in the upper third of the left femur. 
The skin was normal. Roentgen examination re- 
vealed extensive lesions of fibrocystic osteodystro- 


y. 

Of the 3 clinical entities which are capable of pro- 
ducing fibrocystic osteodystrophy (hyperparathy- 
roidism, prolonged renal insufficiency, and dissemi- 
nated fibrous osteodystrophy), the third fits the pre- 
sent case. The first two entities were undoubtedly 
absent. Extensive and disseminated lesions were 
found in the bones in addition to perfectly normal 
bony structures. The preservation of the hard lami- 
na of the teeth showed that there was no disease of a 
general demineralizing character. There were no 
alterations of the mineral metabolism caused by 
general disease. True enough, there was an increase 
of phosphatase, but in view of the fact that any bone 
destruction followed by repair is characterized by 
increase of phosphatase, this finding was of no spe- 
cial significance. There was also a slight decrease of 
the blood phosphorus, which is encountered in hy- 
perparathyroidism, but this isolated finding was of 
no diagnostic value and has been mentioned in some 
cases of well established Albright’s syndrome. The 
blood calcium was normal and the urinary calcium 
was lowered to 52 mgm. per 24 hours, while in hy- 
perparathyroidism calciuria is of fundamental im- 
portance for the diagnosis. 

Consequently, the present case shows a picture 
which corresponds to the polyostotic fibrous dyspla- 
sia of Lichtenstein and Jaffe and to the osseous com- 
ponent of Albright’s syndrome in which the other 
characteristic changes are absent. 

RicHARD KEMEL, M.D. 


Osteoid Osteoma. Review of the Literature and Re- 
port of 30 Cases. Mary S. SHERMAN. J. Bone 
Surg., 1947, 29: 918. 

Probably the first description of the pathological 
picture of osteoid osteoma was made by Bergstrand 
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who, in 1930, reported 2 cases. In 1934, Milch des- 
cribed this lesion. He concluded that he was dealing 


with a benign osteoblastic tumor-forming osteoid tis- . 


sue and recommended surgical excision. To Jaffe, in 
1935, is due the credit for establishing this lesion as 
a distinct entity. 

The etiology of these lesions is a subject of much 
debate. Trauma and infection have been considered 
etiological factors; however, only 3 of the 30 cases 
reviewed by the author presented a distinct history 
of trauma. In no case has evidence of either acute or 
chronic infection been found. Following operation, 
all wounds healed by primary intention. The patho- 
logical findings were constant, and the author agrees 
with Jaffe that osteoid osteoma is not of infectious 
origin, but is best interpreted as a benign tumor. 

DanieEv H. LevintHat, M.D. 


Eosinophilic Granuloma of Bone (La granulome 
éosinophile des os). LuctEN LEGER, R. DucroQuEt, 
P. GAuTHIER-VILLARS, and S. TcHEKOFF. Presse 
méd., 1948, No. 57, 648. 

A 2 year old boy had tenderness to pressure and 
spontaneous pain of the left thigh. Roentgen exam- 
ination disclosed in the upper half of the femur a 
curious doubly contoured cyst measuring 8 by 3 cm. 
The cyst was surrounded by a thickened bony cortex. 
The focus was opened and curetted, and a tibial im- 
plant was inserted. The symptoms were relieved al- 
most at once; the cavity in the bone tended to fill in 
and assumed a polycystic appearance. However, 6 
months later the pain and limp recurred and the 
roentgenogram revealed that the tibial graft had 
been resorbed; the cavity had assumed a multicystic 
form and had broken through the cortex on the inner 
surface of the bone. Roentgen therapy was institut- 
ed in the dosage of 150 roentgens per session with 3 
sessions per,week. The total dosage was 3,000 roent- 
gens. The multicystic lesion seemed to be healing 
at the time of this report and all symptoms had dis- 
appeared. 

The blood picture was not characteristic and the 
blood smear exhibited: merely an excess of lympho- 
cytes. Histologic examination of the curettings dis- 
closed two cell types. Irregular patches of small 
deeply staining cells characteristic of young connec- 
tive tissue were dispersed in a matrix of reticular 
hyperplasia with large pale cells anastomosing with 
one another by means of long protoplasmic exten- 
sions. The nuclei of these reticular cells were central 
in location, voluminous, globular, and sometimes 
doubled, and there were frequent mitotic figures. 
Scattered about the microscopic field were small col- 
lections of leucocytes containing numerous eosino- 
phils. The staining qualities and distribution of the 
tissue components seemed incompatible with a diag- 
nosis of tumor. Foam cells were not identified. 

Otani and Ehrlich (Am. J. Path., 1940, 16: 479) 
were the first to identify this condition histologically. 
The authors concede the probability expressed by 
Jaffe and Lichtensten (Am. J. Path., 1940, 16: 595), 
that eosinophile granuloma, or histiocytic granuloma 
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as it is sometimes designated in South America, is 
etiologically related to the Schuller-Christian dis- 
ease. The condition seems to run a definite course 
and heal in a few months, whether it is treated or 
not; nevertheless, the difficulty in distinguishing it 
from other conditions, such as tumors, and particu- 
larly from Recklinghausen’s disease, osseous cysts, 
the reticuloses of the xanthomatous type, and reticu- 
lohistiomonocytosis, renders osseous biopsy impera- 
tive. Joun W. Brennan, M.D. 


Madelung’s Disease or Hemiatrophy of the Internal 
Part of the Lower Radial Epiphysis (Doenca de 
Madelung, hemiatrofia epifisdria interna radial in- 
ferior). HARoLDO Rocua PortTeta. Rev. brasil. cir., 
1947, 16: 515. 

This case is reported because of the rarity of the 
lesion and the excellent result obtained by surgical 
treatment. 

Some years ago, a girl who is now 16 had exper- 
ienced pain in the wrists as if they were sprained and 
had worn leather wristbands until the condition im- 
proved. Her attention was then called to the fact 
that the bone had increased in size. She continued 
to have slight pain occasionally, which became worse 
when her wrists were used a great deal. Examina- 
tion of the wrists disclosed on the posterior aspect of 
the cubital side a round swelling 2 cm. wide and 1 cm. 
high. Flexion and extension of the wrists did not 
change their anterior aspect. All active and passive 
movements were painful. Seen from the cubital 
side, the wrists presented the aspect of the back of a 
fork; seen from the radial side, there was an anterior 
curvature of the radius. 

Palpation revealed a hard, painless swelling of the 
ulna which ended in an elevation corresponding to 
the styloid apophysis. Movements of flexion and 
extension showed that there was no articular connec- 
tion between the lower end of the ulna and the 
carpal bones. The relationship between the radius 
and the carpal bones appeared to be normal. The 
two styloid apophyses were on the same level. 
Roentgen examination showed subluxation of the 
ulna with external and upward deviation, and hemi- 
atrophy of the internal part of the lower radial 
epiphysis with ascent of the first row of carpal bones, 
especially the semilunar. The diagnosis was Made- 
lung’s disease. 

The left wrist was operated upon. A postero- 
external incision of 10 cm. was made over the lower 
third of the forearm down to the bone. The soft 
tissues were retracted and a cuneiform osteotomy 
was done on the external aspect of the radius at the 
level of the epiphysis. The upper and lower portions 
of the radius were perforated and then approximated 
with kangaroo tendon. A posterointernal incision 
was made over the lower third of the ulna and 1.5 
cm. of the diaphysis were resected. The upper and 
lower fragments were perforated and approximated 
with kangaroo tendon. The ulnar luxation was re- 
duced, the wounds were closed with No. 1 catgut, 
and a right angle plaster cast was applied. Recovery 
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was uneventful and, one year later, the wrist was in 
excellent condition and all movements were normal. 
RICHARD KEMEL, M.D. 


Kienboeck’s Disease—Softening of the Semilunar 
Bone Following Slow Healing of the Wrist in 
Industrial Accidents (La enfermedad de Kienbick 
—malacia del semilunar—como secuela tardia del 
carpo en los accidentados del trabajo. FRANCISCO 
FERNANDEZ Rozas. Prensa méd. argent., 1947, 34: 
1914. 

Decalcification with softening and fracture of the 
wrist bone of the laborer occurs more frequently 
than is supposed. It is the direct result of numerous 
minor injuries to the carpal area during work, due 
to twistings, pullings, contusions, or to associated 
lesions and fractures in the wrist. The condition at 
first may escape roentgen detection, but soon pain 
and muscle spasm set in and progress to the stage 
where the patient is incapacitated and unable to 
work. Limitation of active and passive motion is 

resent in addition to swelling and edema of the 
ower third of the forearm. The disease is important 
as the articular dynamics of the wrist are disturbed. 

This leads to serious economic loss and cuts down 

the laborer’s efficiency. Loss of function may run as 

high as 35 per cent and interposes a delicate medico- 
legal problem. 

Extirpation of the lunate bone, molding of the 
bone, or periarterial sympathectomy of the humeral 
artery is recommended when the recognition of the 
disease is made early. 

The case histories of 8 patients are appended and 
the medicolegal consideration of each is discussed. 
The paper is generously illustrated with roentgeno- 
grams of each case. STEPHEN A. ZIEMAN, M.D. 


Medicolegal Considerations following Injuries of 
the Wrist (Consideraciones médicolegales de las 
secuelas de los traumatismos carpianos). FRANCISCO 
FERNANDEZ Rozas. Prensa méd. argent., 1947, 34: 
1323. 

This article considers affections which follow in- 
juries to the wrist and the medicolegal questions 
which may arise when alterations in the hand or the 
articular dynamics of that member occur. Some of 
the pertinent conditions are (1) osteoporosis—Su- 
deck’s syndrome; (2) Koehler-Mouchet disease— 
scaphoid softening; (3) Kienboeck’s disease— semi- 
lunar softening; (4) pseudarthrosis of the scaph- 
oid; and (5) arthritis, arthrosis, or post-traumatic 
osteoarthrosis. 

These conditions are readily differentiated by 
anatomic, clinical, and roentgenographic studies, 
but this becomes particularly difficult when the 
origin of the incapacitating complications is viewed 
before the law. 

Factors to be considered when the injuries are re- 
viewed for medicolegal opinion are classified as ana- 
tomic, functional, economic, the bone lesion itself, 
pain, alteration of the soft tissues, muscular power, 
articular movements, the economic value of the 
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hand, and the cause-and-effect relationship to the 
accident. The capacity must be appraised in per 
centage values—as 3oper cent disability or 70 per cent 
usefulness. 
Case studies of 9 examples are given. 
STEPHEN A. ZIEMAN, M.D. 


Backward Displacement of Fifth Lumbar Vertebra 
in Degenerative Disc Disease. The Significance 
of the Difference in Anteroposterior Diameters 
of the FifthLumbar and First Sacral Vertebrae. 
GitBert H. J. Bone Surg., 1947, 20: 
IoIg. 


In the present study, based upon 600 roentgeno- 
grams of the spine, the author demonstrates that 
posterior displacement of the fifth lumbar on the 
first sacral vertebra is a definite pathological oc- 
currence. It is not a separate entity, but is a me- 
chanical consequence of degenerative disc disease. 
The difference in size of the fifth lumbar and first 
sacral vertebrae has an etiological significance in the 
production of these degenerative changes. 

The universal symptom was backache, most often 
in the low back; limitation of motion and sciatica 
were commonly associated complaints. All of the 
roentgenograms were taken with the patient in the 
recumbent position. 

In about 10 per cent of the group, or 56 spines, 
there was posterior displacement (at least 4 milli- 
meters) of the posteroinferior border of the fifth 
lumbar vertebra in relation to the posterosuperior 
border of the first sacral vertebra. 

From the data presented, the following facts can 
be stated concerning backward displacement of the 
fifth lumbar vertebra on the first sacral vertebra: 

1. From roentgenograms, the author has confirmed 
the observation made by Willis from measurements 
of skeletons, namely, that there is often a difference 
in the diameters of the fifth lumbar and first sacral 
vertebrae. This difference existed in 87 per cent of 
the cases with backward displacement, and in prac- 
tically none of the control group. 

2. This difference in diameters was found to ac- 
count for only about one-half of the apparent back- 
ward displacement in 85 per cent of the cases in this 
series, thus disproving the suggestion that such dis- 
placement is only an optical illusion. 

3. Backward displacement is usually associated 
with degenerative changes in the posterior fibers of 
the annulus fibrosus and a high incidence of advanced 
degenerative disc disease. 

4. From the facts stated in No. 1 and No. 3 above, 
one sees a correlation between differences in diam- 
eters and disc disease. 

5. There is no exaggeration of the lumbosacral 
angle in backward displacement. 

6. The lower lumbar and the upper sacral facets 
are of frontal, or predominantly frontal, type and 
are in a plane directed downward and backward. 

The cause of backward displacement lies in the 
narrowing of the disc and the amount of displace- 
ment will depend upon the obliquity of the facets. 
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It has been shown that both a high incidence of de- 
generative changes in the lumbosacral disc and a 
shortened first sacral vertebra are found in the group 
with backward displacement, while outside of this 
group there was no difference in size of the fifth lum- 
bar and first sacral vertebrae, and a very low inci- 
dence of disc disease, which leads to the inference 
that there is a correlation between a shortened first 
sacral vertebra and degenerative changes in the 
lumbosacral disc. 

When such a difference in size exists, the posterior 
border of the fifth lumbar vertebra overhangs that 
of the first sacral vertebra so that the posterior fibers 
of the annulus fibrosus are oblique instead of verti- 
cal. This creates an abnormal strain on these fibers 
and accelerates the processes of hyalinization and 
fissuring which take place during life. This fissuring 
opens avenues to leakage and dehydration of the 
nucleus pulposus. The narrowing of the posterior 
margin results from the degenerative changes in the 
annulus fibrosus and is followed by thinning of the 
whole disc. 

The differentiation of disc herniation from degen- 
erative disc disease is obviously of great therapeutic 
importance because, in disc disease, there is no her- 
niated material to remove for the purpose of allevi- 
ating pressure on the nerve roots. This explains in 
great part the poor results following surgery. In- 
stead, it would seem logical, in the presence of disc 
disease and actual backward displacement, to fuse 
the lumbosacral joint with the lumbosacral junction 
in hyperflexion in order to reduce the vertebral 
slipping as much as possible and to improve the 
width of the intervertebral foramina. 

Rupotps S. M.D. 


Osteochondritis and Coxa Vara in Congenital Sub- 
luxation of the Hip, Cured by the Abduction 
Treatment (Osteochondritis e coxe vare in prelus- 
sozioni curate con l’abduzione). Dr 
Luccui. Chir. org. movim., 1947, 31: 193. 


Hilgenreiner in 1938 again called attention to the 
fact that in the treatment of subluxation of the hip 
by abduction osteochondritic changes of the femoral 
epiphysis developed quite frequently. He was of the 
opinion that these changes might be due to the 
method of treatment. 

In a statistical study of 777 patients treated at 
the Istituto Ortopedico Rizzoli, Scaglietti found that 
2.18 per cent of the patients treated by the abduction 
method later developed evidence of osteochondritis 
of the femoral head. 

Selected cases are presented with excellent x-ray 
films from the collection of the Istituto Rizzoli. It is 
the author’s opinion from this study that osteochon- 
dritis of the hip and the coxa vara which develops 
during the treatment by abduction, or years later, 
is not the result of the type of treatment but the 
result of the primary dysplasia of the bone which is 
due to altered osteogenesis. This conclusion was first 
brought forth in 1915 by Delitala. He clearly stated 
that one cannot consider coxa plana and congenital 


dislocation of the hip as parts of the same disease; 
in one there is alteration of form and in the other 
an alteration in the osteogenesis of the bone. 

ScupeEr!, M.D. 


Large Pseudocyst of the Tibia; the Result of a 
Chronic Staphylococcus Osteoperiostitis. (Vol- 
uminosa pseudocisti ossea della tibia da osteoperios- 
titi cronica stafilococcica). R. FINocCHIARO. Ann. 
ital. chir., 1947, 24: 303. 

The author describes a case of large pseudocyst 
of the tibia which falls into the category first de- 
scribed by Poncet in 1874. This type of infection has 
a particular predilection for the periosteum which is 
in juxtaposition to the epiphysis of the long bones. 
This disease is occasionally seen in children and 
adolescents, but rarely in adults. 

The cavity of the bone is filled with a semigelatin- 
ous material which has a very high albumin content. 

The author’s case was that of a 14 year old boy 
who had a large pseudocystic mass in the middle 
third of the tibia. This mass was the result of a 
chronic osteitis and periostitis due to the Staphy- 
lococcus aureus. The patient made an uneventful 
recovery following incision, evacuation of the cystic 
mass, partial collapse of the cavity, and primary 
closure of the wound. 

A discussion of the various forms of chronic bone 
infection is presented in the article. 

ScuDERI, M.D. 


SURGERY OF THE BONES, JOINTS, 
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The Treatment of Chronic Osteomyelitis by the Use 
of Spongy Bone Grafting (O tratamento da 
osteomielite cronica = emprégo de enxérto de osso 
esponjéso). FLavio Pires DE CAMARGO. Rev. hosp. 
clin., 1947, 2: 227. 


All efforts must be made to achieve rapid and 
sound healing of chronic osteomyelitis in order to 
avoid its complications and sequelae. Because of the 
modern bacteriostatic drugs it is possible to excise 
thoroughly all fibrous and infected tissues and to fol- 
low this by early surgical repair practically without 
danger to life or limb. Cancellous bone from the 
ilium is the best material for filling dead spaces 
created by the intervention. The donor areas of the 
ilium where cancellous bone is most abundant are 
immediately below the anterosuperior iliac spine and 
at the level of the posterosuperior iliac spine. 

An incision is made along the anterior border of 
the iliac crest, beginning at the anterosuperior spine 
and extending for 5 or 6 cm., and the crest is exposed 
without damage to the muscular insertions. With 
chisel and mallet the upper part of the bone is raised 
but not completely detached. The internal and ex- 
ternal cortical layers are detached to expose the mass 
of pure cancellous bone which is removed in small 
fragments. It is important not to include any corti- 
cal bone among the removed fragments because it 
would imperil the grafting, and not to injure the in- 
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ternal cortex, especially in the posterior donor area, 
because of the vicinity of the sacroiliac joint. When 
a sufficient amount of cancellous bone has been col- 
lected, the two cortical layers are approximated, the 
iliac crest is returned to its original position, and 
careful suture of the wound is performed. More 
hematoma forms in the anterior donor area than in 
the posterior area, but drainage is not necessary; a 
compressive dressing suffices. 

The osteomyelitic focus is then carefully excised, 
all eburnated and infected bone being removed; the 
excision must also include the fibrosed and infected 
soft tissues so as to leave only tissues with adequate 
circulation in contact with the remaining bone. The 
defect in the bone is then completely filled with can- 
cellous bone fragments and the wound is closed in 
one plane. A dry dressing and a plaster cast are 
applied. 

As preoperative and postoperative care is of great 
importance for the success of the operation, the 
patients were hospitalized 4 days before operation 
and were given 800,000 units of penicillin daily in 
addition to the treatment of their general condition. 
Penicillin was continued for 8 days after the opera- 
tion. 

Three cases are reported. In the first 2 patients, 
with hematogenous osteomyelitis of the femur and 
the tibia, the dressing was removed 30 days after 
operation. Healing was complete, with closure of all 
fistulas, and a roentgenogram showed perfect assim- 
ilation of the graft. The patients wore walking 
casts for 30 days, and were examined 14 months after 
operation when they were found to be completely 
cured. In the third patient, with osteomyelitis fol- 
lowing open fracture of the tibia, loss of soft tissues 
had left the bone exposed. Excision of the focus, can- 
cellous bone grafting, and skin grafting were done in 
one operation, and consolidation of the bone graft 
was complete in 3 months. The patient began to 
walk without apparatus a month later; 11 months 
after operation he is walking well and has only slight 
limitation of the movements of the knee. 

RICHARD KEMEL, M.D. 


Primary Tendon Suture. Marx B. Coventry and 
Norman R. Beck. J. Am. M. Ass., 1947, 135: 80. 


In the period from January 1, 1935 to January 1, 
1945, primary suture of the tendons of the hand and 
wrist was performed at the Mayo Clinic in 43 cases. 
Tendon lacerations, compound fractures, and avul- 
sions are encountered fairly commonly in the same 


case at the clinic because of the accidents which ° 


occur in the large surrounding rural community. 

Forty patients were traced and 28 of them had 
obtained excellent or good results. The poorest re- 
sults were obtained when lacerations of the tendons 
of the flexor muscles occurred in the finger through 
the fibrous tendinous sheath. Careful adherence to 
the rules presented gives a higher percentage of 
good results. Two or more surgical procedures are 
necessary in many cases before all that can be done 
for the patient is accomplished. 


The poor results have been evaluated carefully. 
In some cases they were due to infection; in others, 
to suture of the tendon of the flexor digitorum subli- 
mis as well as the tendon of the flexor digitorum pro- 
fundus, and in 1 case, to prolonged splinting. In 
some of the cases in which the result was classed as 
poor there seemed to be factors which were beyond 
control. 


Arthrodesis of the Elbow. A Preliminary Report of 
a New Operation. Mosrs Getitman. J. Bone 
Surg., 1947, 29: 850. 

Indications for elbow fusion are relatively few, 
although numerous techniques for the procedure 
have been described. The operation presented here 
is not too formidable and has several distinct ad- 
vantages. Relatively uninvolved bone surfaces are 
brought into contact, and bone from the operative 
area is used for a graft which is easily anchored. The 
radiohumeral joint is preserved, and the elbow may 
be fixed at any desired angle without further opera- 
tive interference. 

Through a medial approach the humerus and ulna 
adjacent to the joint are exposed anteriorly, and the 
medial epicondyle is chiseled flush with the humeral 
shaft from above downward. A wire passed through 
the epicondyle into the humerus controls this wedge 
which is the graft. It is rotated down to lie on the 
anterior ulna, and is outlined on the ulnar surface. 
This wedge of the anterior ulnar cortex is now re- 
moved and the freshened humeral fragment fitted 
into the defect snugly. The angle of fixation is 
determined, and wires or bone pegs through the ulna 
stabilize the graft in the desired position. The re- 


maining bone chips may be packed in where needed. . 


The ulnar nerve is transposed anteriorly if it seems 
to be under tension. Soft tissue closure is made and 
a plaster shoulder spica cast is applied. When the 
cast is changed at 8 weeks, the protruding wires are 
removed, and the cast is replaced until firm fusion is 
secured. 

One case of tuberculosis of the elbow in a 13 year 
old boy, treated by this technique, is described. 
Fusion was present at 12 weeks. 

FrancEs E. BRENNECKE, M.D. 


Transposition of Fingers in Severe Injuries of the 
Hand. WaALtter C. GraHAM, J. BARRETT Brown, 
BRADFORD CANNON, and Daniet C. RriorDAN. J. 
Bone Surg., 1947, 29: 998. 

Pen >trating wounds of the hand caused by missiles 
may r sult in irreparable deformities with scar for- 
mation and nerve injuries which occasionally lead 
to the « mputation of one or more fingers. Amputa- 
tion of the thumb and index finger, two of the most 
important components of the hand, requires serious 
consideration regarding restoration of the sacrificed 
parts. Surgical rehabilitation of, or substitution for, 
either of these two digits should be encouraged. Re- 
constructive procedures of the hand must have two 
objectives: attaining optimum function; and achiev- 
ing an excellent cosmetic result. 
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As long ago as 1921, Nuzzi, Rinaldo, and Tonnini 
performed the operative procedure which will be 
described. Since 1921, however, only an occasional 
case treated in this manner has appeared in the 
literature. 

The ring finger is substituted for by the fifth finger. 
The authors further recommend the resection of any 
existing scar tissue with the involved metacarpal 
down to the base, to leave the blood and nerve sup- 
ply intact. After osteotomizing the metacarpal of 
the ring finger the fifth digit is transposed on the 
fourth metacarpal. While this procedure narrows 
the hand it improves functional value and enhances 
the hand cosmetically. Should the defect involve 
the extirpation of the middle finger, an osteotomy is 
carried out on the second metacarpal, and the index 
metacarpal is transposed upon the partially ex- 
cised third metacarpal bone. 

In the absence of a thumb, the authors favor exci- 
sion of the scar, removal of the second metacarpal, 
and excision of % to 1 inch of the proximal phalanx 
of the index finger, it being freed from its bed and 
allowed to retract approximately 2 inches from its 
original length. The index finger is fixed upon the 
first metacarpal in moderate ulnar deviation. Im- 
mobilization is achieved by Kirschner wire thrust 
through three adjacent fingers. Occupational ther- 
apy is instituted after the healing phases. 

SAMUEL L. GOVERNALE, M.D. 


Fascial Repair for Poliomyelitic Paralysis of the 
Abdominal Wall in Adults. Grorcr T. WALLACE 
and Wit1iAM J. WEstT. J. Bone Surg., 1947, 29: 1031. 


The importance of abdominal wall defects as re- 
lated to infantile paralysis was not recognized until 
Lowman brought the subject to our attention in 
1932. Despite pioneer work in the use of fascial 
grafts, the surgical procedure has not been accepted 
by all clinics as the method of treatment of severely 
paralyzed patients, possibly because of the surgeon’s 
inability to recognize the advisability of the proce- 
dure, or the patient’s unwillingness to be operated 
upon. 

At the Army Poliomyelitis Center, where only pa- 
tients with severe paralysis are cared for, the prob- 
lem of rehabilitation has been of extreme concern. 
Of 96 patients with poliomyelitis, 74 per cent had 
some degree of abdominal paralysis. 

The purpose of this paper is to report 12 abdominal 
fascial transplantations in 9 cases of residual ab- 
dominal paralysis, and to show concretely the de- 
gree of improvement obtained in each case. 

Suitable candidates for surgery, preoperative care, 
operative technique, and postoperative care are des- 
cribed in detail. Four patients had had sufficient ab- 
dominal paralysis to necessitate two surgical proce- 
dures, and 5 patients have needed one operative pro- 
cedure. A second operation is to be performed in 
another case. The second operation is usually per- 
formed 3 weeks following the first. 

A chart has been devised to show the amount of 
improvement obtained, based on the ability of the 


individual to do things which had previously been 
impossible for him. None of the patients was im- 
paired by the operative procedure. Improvement in 
balance has been constant in each case. The second 
physical function in which all patients have shown 
improvement is walking. A very important improve- 
ment observed in all of the patients has been the 
ability to get on and off a commode, 5 patients now 
being able to accomplish this routine without assis- 
tance. Seven patients have noticed improvement in 
getting in and out of their braces. 

These patients must learn to use their new ab- 
dominal support. They must learn how to bring the 
shoulders back and the thoracic cage up, in order to 
put maximum tension on the transplanted fascia, 
and thus bring forward the anterior portion of the 
pelvis. This action transmits the needed power from 
the arms, shoulders, and chest to the lower legs 
through the fascial straps. It takes a considerable 
length of time to learn how to do this, depending 
upon the amount of shoulder and chest involvement 
present. 

It is the belief of the authors that if the patient has 
shown no improvement in the strength of the ab- 
dominal muscles for a period of 3 months, reconstruc- 
tive surgery of the type described is indicated. In 
their opinion, a long period of convalescence (before 
considering surgery) causing atrophy of muscles 
which were not primarily involved, hinders progress. 
It is an error to consider operation only if all other 
methods of treatment fail. 

It has been noted that after the first few patients 
in the present series had been operated upon, other 
patients became aware of the postoperative improve- 
ment and some have asked if they too might be can- 
didates for a similar procedure. 

Rupotps S. Reicu, M.D. 


Fusion of the Hip in Children. The Chandler Meth- 
Cares N. Pease. J. Bone Surg., 1947, 20: 
74. 

The purpose of fusion of the hip is to replace the 
involved bone and soft tissue of the hip by a newly 
transplanted bone from the homolateral femur. The 
coalescence of the transplanted bone with its inevi- 
table fibroblastic proliferation not only enhances 
healing but obliterates the pathologic process. 
Hence, the removal of necrotic and tuberculous 
granulation tissue with subsequent substitution of 
healthy bone invariably produces a favorable site 
for new bone formation and connective tissue 
growth. 

The author’s study is comprised of 28 children in 
whom the Chandler operation was performed, and a 
complete 5 year follow-up is presented. Twenty- 
three fusions were done for tuberculosis of the hip, 
4 for subsiding pyogenic infection, and 1 fusion was 
done for congenital dislocation of the hip. The aver- 
age age of the children was 7.7 years. No deaths were 
recorded immediately following the surgery. How- 
ever, three patients died of tuberculous meningitis 
one year or more after the surgical intervention. The 
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latter patients suffered from simultaneous tubercu- 
lous lesions elsewhere. 

The technique of the operation is as follows: 

A lateral incision is made, extending from below 
the crest of the ilium to the junction of the upper and 
middle thirds of the thigh and splitting the tensor 
fascia lata, the vastus lateralis, and the periosteum. 
The incision is further extended toward the femoral 
neck and traverses the upper acetabular margin and 
ilium above the latter. 

A generous graft is osteotomized from the tro- 
chanter and includes from 3 to 5 inches of the femoral 
shaft. The graft is placed in Ringer’s solution until 
ready to be used. All articular surfaces of the head 
of the femur and acetabulum are removed. A recess 
is made in the ilium for the implantation of the 
osteoperiosteal graft. Bone chips are obtained from 
the shaft of the femur to aid in the obliteration of 
the attenuated hip joint. After the graft has been 
properly driven under the outer ala of the ilium, the 
incision is closed and a spica cast is applied. 

In as much as failure of fusion and subsequent 
postoperative deformities have been attributable 
to the powerful adductor muscles of the thigh, the 
author deems it advisable to perform an extraperi- 
toneal section of the obturator nerve (Chandler). 
Flexion deformity and pseudarthrosis can also be 
eliminated by this procedure. 

SAMUEL L. GovERNALE, M.D. 


Bridge Arthrodesis for Tuberculosis of the Pubis 
(Artrodesi a ponte per tuberculosi del pube). E. 
_Mounrtont. Chir. org. movim., 1947, 31: 203. 


Tuberculosis of the pubis is the rarest of joint 
tuberculoses. Only a few hundred cases have been 
reported. 

A report of a case in a 28 year old housewife is re- 
ported. This patient was treated by the use of an 
osteoperiosteal transplant removed from the tibia 
and placed along the superior border of the pubic 
rami bilaterally. This was done without opening of 
the tuberculous area; thus the possibility of con- 
taminating the graft with the tubercle bacillus was 
avoided. The end result shows an excellent bony 
bridge between the two sides at the end of 4 post- 
operative years. Car1o Scupert, M.D. 


FRACTURES AND DISLOCATIONS 


Treatment of Fractures and Pseudarthrosis with 
Marrow Nailing. Sven REHNRERG. Ann. chir. 
gyn. fenn., 1947, 36: 77. 


Kuntscher’s medullary nailing has been used for 
suitable cases at the Finnish Red Cross Hospitals 
since the year 1944. The medullary nail has been 
resorted to, however, only in such cases in which re- 
tention performed in some other ways would have 
involved difficulties. A total of 93 medullary nail- 
ings has been performed, (47 recent fractures, 34 
pseudarthroses, and 11 osteotomies and joint resec- 
tions). V-shaped medullary nails, made both in 


Finland and Sweden, have been used and they have 


INTERNATIONAL ABSTRACTS OF SURGERY 


proved satisfactory. On the contrary the chromium 
plated Kirschner wire, which has also been used in 
ulnar fractures, has turned rusty and has often irri- © 
tated the bone considerably. For the femoral frac- 
tures the average hospitalization was 52 days. The 
mobility of the joints was satisfactory except in a 
few cases. In practically all of the femoral fractures 
the mobility of the knee joint has been at least from 
180 to 60 degrees. The range of movement of the 
other joints has not been restricted. With regard to 
the tibial fractures, the mobility of the joints has 
also been unrestricted, and this was also true of the 
range of movement of the other joints. 

The various cases of osteotomy in this series are 
best comparable to recent fractures. The fragments 
were brought to a desired angle by means of a 
medullary nail. In all of the completely treated 
patients a satisfactory result occurred. In 3 cases of 
knee-joint resection resort was made to medullary 
nailing. In 2 of them osseous healing took place, 
whereas in 1 there was no consolidation. 

The author treated 34 patients with pseudar- 
throsis by means of medullary nailing and in 23 of 
these there was consolidation, while in 9 there was 
none. The majority of the cases of pseudarthrosis were 
war injuries and the duration of the condition varied 
from 6 months to 2% years. There were 12 femoral 
pseudarthroses altogether. The site of the pseudar- 
throsis was exposed in all of the cases, the inter- 
mediate connective tissue was removed, and the bony 
ends were sewn lightly, either straight or obliquely, 
so that partial or entire removal of eburnated bone 
has taken place. If some of the sclerotic osseous 
tissue remained, a channel was bored through it 
for the medullary nail. In addition, the bony ends 
were firmly united in several cases by means of a 
metal wire. 

The poorest results were obtained in nailing pseu- 
darthroses of the ulna and radius. In these cases 
Kirschner wires were used. These wires were so 
weak that they could prevent only sideward disloca- 
tion of the fragments, whereas they were not cap- 
able of resisting the tendency of the fragments to 
angulate. 

In summarizing these results, the author advo- 
cated resection of the pseudarthrosis and the surfaces 
of the bony ends by oblique sawing. If the marrow 
cavities are not open, they should be bored. The 
animal experiments performed by Kuntscher led 
him to the conclusion that the medullary nail does 
not occasion permanent injury to the marrow. How- 
ever, there were no clinical symptoms in these cases. 
There are only 2 reports on true fat embolism with 
clinical symptoms in connection with medullary nail- 
ing, but it was not possible to decide whether the fat 
embolism occurred as a result of the fracture itself 
or of the reduction, or whether it was caused by the 
medullary nail itself. The most suitable cases for 
nailing are the transverse, short oblique, and spiral 
fractures of the diaphysis. The choice of length and 
thickness of the nail is determined by the width and 
location of the narrowest passage of the bone. 
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In the technique of medullary nailing it is essen- 
tial that the fracture be well reduced before the nail- 
ing, as even the slightest dislocation may render im- 
possible the driving of the nail from one medullary 
cavity into the other. In the reduction of femoral 
fractures with overriding, the author has resorted to 
wire traction for a few days until the shortening had 
disappeared. In femoral nailing, straight nails are 
used which are inserted from the upper end of the 
large trochanter. The patient is placed in lateral 
position on the extension table with the fractured 
femur upward. The femur must be bent consider- 
ably in the hip joint, so that the top of the trochanter 
is directed backward against the axis of the body. 
In thin-patients the top is easily palpable; in obese, it 
may be more difficult to find. - 

In the back edge of the top of the trochanter a 
sufficiently large hole is made for the insertion of the 
leader. The position of the leader is checked by 
roentgenograms to be certain that it is properly 
located in both the marrow cavities and to deter- 
mine the length of a suitable medullary nail. The 
medullary nail is driven along the leader far enough 
to ensure that it reaches the medullary cavity of the 
other fragment. The leader is then removed. The 
nail is subsequently driven in so that only 2 or 3 
cm. of it projects from the bone. In the tibia the 
nail should be inserted 1 cm. above the ankle when 
the fracture is located in the lower part of the tibia, 
in order to provide sufficient support. As the nail 
is inserted from the side, it must bend somewhat 
when inserted. In cases in which the marrow cavity 
is quite extensive, use has been made of two thinner 
nails placed side by side instead of one single thick 
nail which would be too rigid. Care should be taken 
to prevent the second nail from driving the first nail 
too far. Occasionally, an open reduction must be 
performed before the nail is inserted. This was the 
case in 2 femoral fractures, and in several cases of 
radial and ulnar fractures. The opening of the site 
of fracture did not cause any complications in these 
patients. 

The nails have remained in the bone until com- 
plete osseous healing has taken place, usually from 
3 to 6 months. If one tries to extract the nail before 
3 months have elapsed, difficulties may develop, 
especially when the fracture is in the femur. After 6 
months, however, the nail lies so loosely in the mar- 
row cavity that its removal does not require force. 

C. Frep GoERINGER, M.D. 


A Method for the Treatment of Fractures of the 
Expanded Ends of Long Bones. H. K. Curistie. 
Austral. N. Zealand J. Surg., 1947, 17: 29. 


In the treatment of fractures of the expanded ends 
of long bones the author uses a “C” clamp with 
sharp pointed jaws which engage the bone fragments 
through stab wounds in the overlying soft tissues. 
The jaws have rounded expanded “shoulders” to 
prevent their sinking deeply into the bone. He states 
this clamp is a “logical expansion” of Bohler’s “‘re- 
dresseur” and of Steinmann’s pins. 


The objectives of the device are (1) to reduce and 
hold reduced the spongy bone fragments around the 
large joints and (2) to permit immediate movement 
of the affected joint. 

The clamp is applied under roentgenoscopic con- 
trol. Reduction is carried out with traction (often 
with temporary use of Kirschner wires and weights). 
The jaws are inserted through small incisions and 
the pressure is applied directly to the bone and not 
to the soft parts. The fragments are thus pressed 
together and held securely. 

Photographs and a table representing 5 cases of 
fractures about the knee joint are presented. Good 
function appears to have been obtained in this small 
series. The author believes that his method has 
advantages over internal fixation, and over methods 
which require prolonged immobilization of the joints. 

Newton C. Meap, M.D. 
Intramedullary Metallic Fixation in the Treatment 
of Fractures of the Long Bones; Results in 28 
Cases (L’infibulamento metallico midollare nelle 
fratture delle ossa lunghe; contributo di 28 infibula- 
menti). E. MALAN. Chirurgia, 1946, 1: 216. 


The author gives a résumé of the bibliography of 
the Kuntscher method of intramedullary metallic 
fixation of fractures of the long bones. Kuntscher’s 
original presentation was given at the Sixty-fourth 
German Surgical Congress in 1940. 

A description of the operative technique is given 
in some detail, illustrating briefly the method used 
by the author on various bones. 

A report is made in this article of 28 operations 
done on 24 patients. A number of before and after 
roentgenograms illustrate the article. The possible 
dangers and complications of this method are discus- 
sed and presented clearly. They are: 

1. Osteomyelitis, a severe complication. 

2. The use of too large a nail, which splits the shaft. 

3. The use of too small a nail, which permits 
angulation and disalignment. 

4. Fat embolism. 

5. Technical difficulties of insertion or removal of 
the nail. 

The author has been using a round nail, instead 
of the V-shaped nail of Kuntscher, with a smaller 
diameter, and advocates some postoperative immo- 
bilization in plaster. Infection occurred in 3 of the 
cases presented. Carto Scuper!, M.D. 


Operative Treatment of the Pseudarthroses of the 
Neck of the Femur (Traitement opératoire des 
pseudarthroses du col du femur). P. Lance. Rev. 
orthop., Par., 1947, 33: 363. 


If one wishes to discuss the essentials of the 
problem, certain factors must be considered in the 
selection of one or two operative techniques for the 
treatment of pseudarthroses of the neck of the 
femur. Besides the age of the patient, these factors 
are: (1) the age of the pseudarthosis, (2) the roent- 
genologic appearance of the bony fragments, es- 
pecially of the femoral head, (3) the degree of 
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displacement and reduction, (4) and the previous 
treatment (an attempt at nailing or not). 

In pseudarthroses less than 3 months old, for 
which no treatment or inadequate treatment has 
been instituted, the roentgenologic appearance of the 
head and neck cannot be considered conclusive. If 
perfect reduction can be accomplished, nailing is 
indicated. If, on the other hand, reduction is only 
fairly good or impossible, other procedures must be 
preferred. If the patient is young and in good condi- 
tion, an intra-articular arthroplasty or simple re- 
freshing of the fragments, followed by nailing, may 
produce consolidation of the lesion. If the patient is 
60 years old or more an arthroplasty is the procedure 
of choice. 

In an old pseudarthrosis the pathologic process is 
arrested. If there is necrosis of the femoral head, or 
if the vitality of the head is in question, a Whitman 
or Colonna type of arthroplasty is necessary. A 
bony shelf is added to the procedure when the neck 
is short or thin, when the roof of the acetabulum is 
effaced, or when the stabilization of the neck is 
questionable. If the femoral head appears normal, 
with only very little displacement of the fragments, 
intertrochanteric osteotomy is advisable, but if 
there is atrophy of the head associated with great 
displacement of the fragments, an open osteotomy 
or arthroplasty are the procedures of choice. 

The very old pseudarthrosis in which the neck has 
completely disappeared can be treated by an intra- 
articular operation if the patient is in good condition, 
or by arthrodesis with nailing if the patient is very 
old. If arthrodesis by nailing does not always pro- 
duce a complete ankylosis, it, nevertheless, stabilizes 
the hip and allows the patient to walk. For this 
reason it deserves to be included in the operative 
techniques dealing with pseudarthroses. 

If the nailing has been accurately executed on a 
satisfactory reduction and pseudarthrosis occurs 
after the nailing, the pseudarthrosis is then, almost 
always, the result of partial necrosis of the head. 
Removal of the nail is imperative and must be 
followed by osteotomy or arthroplasty. The latter 
procedure is to be preferred when complete necrosis 
of the head exists. 

Pseudarthrosis may have occurred because of 
incorrect nailing due to an error in direction or a 
poor reduction. If the lesion is relatively recent, the 
whole procedure can be repeated, provided one is 
certain that there is no anatomical contraindication. 

If the fracture is old and pseudarthrosis has been 
present for several months, one is justified in at- 
tempting an arthroplasty or an osteotomy, accord- 
ing to the condition of the head and the position of 
the fragments. 

One hundred and three pseudarthroses of the neck 
of the femur have been surgically treated by the 
author. Arthroplastic resection was carried out in 
63 of them, without operative mortality. Fifty 
patients were available for follow-up study. Good 
or excellent results were obtained in 39, or 78 per 
cent. Nearly all of the patients obtained at least 40 
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degrees of flexion. Dislocation of the stump of the 
neck out of the acetabulum occurred twice. 

The author stresses the fact that arthroplasty 
should not be considered a grave procedure which is 
contraindicated in old patients. ' 

Thirty-nine osteotomies have been performed by 
the author, 20 intertrochanteric, and 19 subtro- 
chanteric, with 6 failures. The length of immobiliza- 
tion in a plaster cast constitutes a serious disadvan- 
tage of osteotomy. Limitation of hip motion is a 
common occurrence. However, osteotomy must not 
be considered as a last resort, reserved only for old 
and bedridden patients, nor is it the ideal operation 
solving all the therapeutic problems inherent to 
pseudarthroses. If correctly executed and well in- 
dicated, intertrochanteric osteotomy will usually 
secure good, and sometimes excellent, functional 
results. 

Pseudarthrosis following nailing of fractures of 
the neck of the femur is not a rare occurrence. Of a 
series of 100 cases of pseudarthrosis seen at the 
Cochin Hospital, 16 cases occurred in patients who 
had undergone hip nailing. Necrosis of the head of 
the femur was observed 8 times. Resorption of the 
neck and defective nailing were also factors responsi- 
ble for the occurrence of the pseudarthrosis. 

All pseudarthroses occurring in patients under 70 
years of age should be subjected to surgery unless 
serious organic conditions are present (diabetes, 
hemiplegia, or cardiac failure). On the other hand, 
one must be cautious in advising operation in pa- 
tients over 70 years of age. Extra-articular pro- 
cedures carrying the minimum risk should be 
selected. 

As a rule, if the pseudarthrosis is compatible with 
the upright position and associated with a minimum 
amount of pain, one should refrain from operating. 

If the patient cannot walk and the pseudarthrosis 
is rather recent, reduction and fixation by nailing 
may be attempted. If reduction is poor, or impossi- 
ble, arthrodesis with a nail is to be preferred to 
osteotomy, which calls for longer immobilization. 

The pseudarthroses following pathological frac- 
tures as seen in tabes can be subjected to surgery if 
the patient is relatively young, in good general 
condition, and if the arthropathy appears as an 
isolated manifestation. 

The accuracy in reducing and fixing the bony 
fragments constitutes the best prophylactic treat- 
ment against the occurrence of pseudarthrosis. 

GerarpD Gacnon, M.D. 


Fractures of the Femoral Diaphysis in the Infant. 
Results of Treatment (Fractures de la diaphyse 
femorale chez l’enfant. Résultats du traitement). 
FRrANGOIS TuRRETTINI. Rev. orthop., Par., 1947, 33: 
328. 


This study is based on 327 fractures of the femoral 
diaphysis in the infant, 171 of which were treated by 
simple orthopedic reduction, 87 by traction with the 
Kirschner wire, 23 by traction in flexion (method of 
Godard), 13 by intramedullary fixation with the 
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Kuentscher nail, and 30 by open reduction with 
various procedures. The best results were procured 
by the flexion “pelvi-cruro-jambiére” method as 
described by Godard in 1941. By this method a 
Kirschner wire is passed through the tuberosity or 
through the condyles, and the traction by means of 
this wire and the rest for the foot are regulated by 
means of a special attachment to the ordinary frac- 
ture table so as to maintain the knee flexed at 135 
degrees while the fracture is being reduced and the 
leg encased in the plaster cast. If need be, the re- 
duction is assisted by means of Godard’s modifica- 
tion of the Herzog lever. The results obtained by 
Godard’s method are even more striking, in that the 
material included just those cases which would be 
difficult to treat by other methods. The article is 
accompanied by several illustrations. 

If the cases without initial displacement are 
omitted, the results with simple closed reduction and 
plaster of Paris immobilization were good in 34 per 
cent, indifferent in 35 per cent and bad in 31 percent, 
and with the Kirschner method, good in 45 per cent, 
indifferent in 35 per cent, and bad in 20 per cent. 
With the Godard method, on the other hand, the 
results were good in 74 per cent, indifferent in 17 per 
cent, and unsatisfactory in only 9 per cent. The 
Godard method, therefore, has come to be regarded 
as the method of choice for the cases of displaced 
fracture which admit of orthopedic reduction. 

In the cases treated by open reduction the best 
results were secured by the temporary “‘cerclage”’ 
method of Leveuf. In this procedure the bone is 
encircled by a small wire ligature which is then led 
through a small metal tube; both ends are thus fixed 
and drawn taut by a mechanism attached to the 
other end of the tube. While this method can, 
of course, be applied only to spiral fractures, it has 
the advantage of cancelling a second operation to 
remove the fixation material, as at the end of the 
period of fixation the mechanism can simply be 
loosened and the ligature, or ligatures, withdrawn. 
For the transverse fracture the Kuentscher pin is 
preferred; the plaster immobilization is thus avoided 
and the ©» ration for removal of the intramedullary 
pin is insignificant. This intramedullary method is 
even preferred to the simple osteotomies. 

Joun W. BRENNAN, M.D. 


Intertrochanteric Fractures of the Femur. A Sur- 
vey of Treatment in Traction and by Internal 
Fixation. MATHER CLEVELAND, Davip M. Bos- 
WORTH, and FREDERIC R. Tompson. J. Bone Surg., 
1947, 29: 1049. 

The authors survey 133 consecutive cases of in- 
tertrochanteric fractures of the femur, and present 
follow-up studies on 94 per cent of the patients. The 
series consists of (1) a group of 38 patients treated 
mainly by traction, and (2) a group of 95 patients 
treated by internal fixation. The final outcome in 
the cases of all patients treated by internal fixation 
is known. 

The average age of the patients who were treated 


by traction was 78 years, and of those treated by 
nail fixation, 75 years. 

Of the various types of internal fixation, the angled 
one-piece nail and plate described by Jewett in 1941 
proved to be most satisfactory. The following chan- 
ges in its structure were made: the vertical flange on 
the deep surface, at the juncture of the plate and the 
nail, was removed. This flange caused increased 
comminution of the trochanteric structure of the 
femur in several instances as the nail was driven 
home; in several other instances increased comminu- 
tion was due to attempts at cutting a trough for re- 
ception of the nail. A passageway for the Kirschner 
wire, used as a guide, was eliminated, as this weak- 
ened the nail or made it more cumbersome. Rein- 
forcement of the junction of the nail with the plate 
was secured by thickening the plate at this point. 
The casting of nails with three angles (130 degrees, 
140 degrees, and 150 degrees) permitted close coap- 
tation of the plate to the femoral shaft, regardless of 
the angle of the neck at the time of reduction, with- 
out the necessity of bending the apparatus. The 
casting of a nail of each angle in a normal length and 
in a short length obviated overdrive in severely com- 
minuted fractures. The removal of the streamlined 
head and its replacement by a ledge behind the head 
of the nail, for application of a hook extractor, facili- 
tated removal when threads in the base of the nail 
were stripped and a threaded puller could no longer 
be used. Such a nail can be used successfully in even 
the severely displaced and comminuted type of para- 
trochanteric or intertrochanteric fracture, with the 
added advantage of its being of great practical value 
in the difficult subtrochanteric type of fracture occur- 
ring high in the femoral shaft, and in that rare type 
of fracture in which both the neck and the trochan- 
teric region are involved. 

Both a surgical team and a roentgenographic team 
who are acquainted with the nailing procedure are 
necessary for the smooth and rapid handling of such 
cases. 

A comparison of the end-results in patients treated 
by internal fixation with those in patients treated by 
traction reveals the following: 

1. With the use of internal fixation the hospital 
mortality was reduced to 12.6 per cent, as compared 
to a hospital mortality of 34 per cent after treat- 
ment with traction. 

2. Severe senile mental deterioration occurred in 
2.1 per cent of the patients following internal fixa- 
tion, as compared with an incidence of 11 per cent in 
the group treated by traction. 

3. The survival rate at the end of 4 years among 
the patients operated upon was 17 per cent higher 
than that of the group upon which operation had not 
been performed. 

4. All complications were reduced sharply in those 
patients who were subjected to internal fixation. 

5. Although union of the fracture took place in all 
survivors, the functional result in those treated by 
internal fixation was vastly improved. 

Rupotps S. Reicu, M.D. 
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The Indications and the Postoperative Care of 
Fractures of the Neck of the Femur Treated by 
the Use of the Putti Screw (Contributo alle indi- 
cazioni e al trattamento postoperatorio dell’avvita- 
mento alla Putti nelle fratture del collo del femore). 
Gino CaTALano. Policlinico, sez. chir., 1947, 54: 
137- 


The author believes that following the use of the 
Putti screw, the patient should be kept in bed, but 
early mobilization of the articulations is recom- 
mended. No weight bearing should be permitted un- 
til evidence of bony union occurs, which takes a 
minimum of 6 months. 

The early use of the leg in bed eliminates the need 
of physical therapy and also does not require special 
personnel for the management of these patients. 

The author believes that only those patients which 
belong in group 2 of Pauwel’s classification should be 
subjected to internal fixation by means of a Putti 
screw. He recommends immediate subtrochanteric 
osteotomy for all patients that belong in Pauwel’s 
group III. Carto Scuper!, M.D. 


Dislocation of the Semilunar Bone with S 
Consideration of an Atypical Case (Luxaciones 
del semilunar, con especial consideracién de un caso 
atipico). Crcit10 GonzALEz SANCHEZ. Cirug. apar. 
locomotor, 1947, 4: 243. 


Six cases of dislocation of the semilunar bone are 
reported by the author. In one instance an anterior 
dislocation was combined with rotation of the dis- 
placed bone around its longitudinal axis so that the 
bone assumed the position of supination. The pre- 
sumptive clinical diagnosis was corroborated by 
roentgenograms taken in three directions. An open 
reduction according to Boehler’s method was em- 
ployed with good results. 

Of the 6 cases of dislocation of the semilunar bone, 
3 were combined with a fracture of the scaphoid bone 
and 2 of them were complicated by a fracture of the 
apophysis of the styloid process of the radius, while 
in the third case the posterior portion of the lower 
end of the radius was fractured. 

A triangular deformity of the dislocated semilunar 
bone is a characteristic finding in the roentgeno- 
grams. Josepu K. Narat, M.D. 


ORTHOPEDICS IN GENERAL 


The Medullary Nail: Presentation of a New Type 
and Report of a Case. Dana M. STREET, HARVEY 
H. Hansen, and Bruce J. Brewer. Arch. Surg., 
1947, 55: 423. 

The authors believe that the Kuntscher nail 
supplies fixation of shaft fractures which is analogous 
to hip fixation by nails. The Kuntscher method orig- 
inally required open reduction, but was later done 
under flouroscopic control, the nail being introduced 
through the femoral trochanter, or into other bones 
through a hole in the shaft. The double diverging 
nails of Maatz, introduced through a window in the 
cortex, were designed to take up the play in those 
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parts of the medullary canal where there was too 
much width for the nail to be stable. 

The authors describe 4 cases in which an intra- 
medullary nail was used, the nail being different 
from those used previously in that it was diamond 
shaped in its cross section. 

The advantages of the intramedullary method 
over previous methods of internal fixation are, in the 
opinion of these authors, as follows: (1) fixation is 
solid and no cast is necessary; (2) motion of the 
adjacent joints can*be started immediately, no 
stiffness or atrophy resulting; (3) the patient needs 
to remain in bed only a short time with early ambula- 
tion. The authors feel, therefore, that this method 
would be valuable for aged patients; however, they 
do not present any aged patients in their short 
series. They also believe the method is useful when 
there is an associated fracture into an adjacent knee 
or elbow. It is recommended especially for the 
treatment of comminuted fractures with multiple 
transverse fracture lines. The fragments are thread- 
ed on the nail like beads. If the fracture is near the 
bone end the nail does not prevent lateral displace- 
ment, and is therefore not indicated. This method 
is contraindicated in compound fractures because of 
the danger of widely spreading infection. 

Callus formation in 3 of the patients was as rapid 
as that seen after closed reductions. In one case the 
callus was definitely delayed. 

The authors believe that open reduction is safer, 
as it diminishes the risk of fat embolism, and this 
method is easier than inserting the nail at the tro- 
chanter and controlling the reduction under the 
fluoroscope. 

The advantages of the diamond shaped nail lie in 
its strength, and in the fact that it contacts the inner 
surface of the canal at only two points (as viewed in 
cross section), and more of the canal is therefore 
undisturbed. The choice of stainless steel was due 
to the need for strength and resiliency, for fracture 
or bending of a nail would be a difficult complication 
to manage. The authors do not recommend this 
method as a routine means of supplying internal 
fixation to shaft fractures. Newton C. Mean, M.D. 


A New Plate for Osteosynthesis. HENRIK SOILAND. 
Acta chir. scand., 1947, 96: 178. e 


Some form of internal fixation is desirable in many 
types of fracture, and most workers find that it is 
relatively easy to apply and mechanically firm. Ab- 
normal mobility at the fracture site inhibits callus 
formation, while pressure of the fractured surfaces 
against each other seems to encourage callus forma- 
tion. The Lane plate may be applied to an anatomi- 
cally perfectly replaced fracture but on tightening 
the screws a small diastasis appears. This cannot 
readily be corrected, and the defect persists and may 
increase as absorption takes place at the fracture site. 
The rigid fixation prevents approximation of the 
fracture fragments. The occasional occurrence of 
delayed union or nonunion when a plate is used 
seems thus to be on such a physiologic basis. 
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The author presents a stainless steel plate 20 per 
cent lighter than Lane’s plate and pliable so that it 
can be fitted to contour. There is a slot to replace 
the screw holes, which takes the usual type of screw 
and permits insertion of the screws at any point de- 
sired so that fissures can be avoided and most ad- 
vantageous fixation secured. The plate affords firm 
immobilization even after the screws in one frag- 
ment are slightly loosened to permit guided gliding 
of the fracture ends toward each other, and maintains 
constant bony apposition which encourages callus 
formation. If a screw breaks or goes aslant, another 
can be placed beside it without moving the plate. 

Roentgenographs of a fracture in a previously 
osteomyelitic femoral shaft show measurable gli- 
ding of the screws in the slot during the course of 
healing with maintenance of axial position and good 
callus formation. Frances E. BRENNECKE, M.D. 


Paradoxical Contractions of the Muscles in the 
Course of Obstetrical Paralyses of the Brachial 
Plexus. Synergistic Disturbances (Contractions 
paradoxales des muscles au cours des paralysies 
obstétricales du plexus brachial. Troubles de la 
synergie). JAcQuES LEVEuF, Pot LE CoEvr, J. LEFE- 
BVRE, and J. LericqueE. Rev. orthop., Par., 1947, 33: 
305. 

Clinical study and myographic tracings of the 
action currents in obstetrical paralyses of the bra- 
chial plexus have uncovered marked disturbances of 
muscular synergy. Normally when a muscle con- 
tracts under volitional influence its antagonist re- 
laxes and the action current measured on the latter 
muscle remains unchanged in intensity or even falls 
below normal. By observing the muscles involved 
in these obstetrical paralyses during the period of 
recuperation—the initial stages of this form of 
paralysis have not as yet been studied— many hither- 
to unexplained phenomena of muscular action in 
patients with this condition have been found. The 
arm cannot, as a rule, be raised above the level of 
the shoulder, yet passive manipulation of the arm 
proves that this movement is perfectly free and that 
the joints are normally mobile. 

This phenomenon has previously been dismissed 
with the explanation that the antagonistic muscle— 
in this example, the deltoid—is too weak to raise 
the arm any farther. Yet in obstetrical paralysis the 
muscles are seldom completely paralyzed. When the 
child is instructed to raise the arm the deltoid be- 
gins to contract normally, but its antagonists, prin- 
cipally the teres major and the latissimus dorsi, also 
spring into view, as though they were producing a 
functional ankylosis of the shoulder joint. This 
paradoxical contraction of the antagonist can be 


measured with the myograph for very small move- - 


ments. Also some contraction can be detected in 
other muscles, such as the pectoralis major and the 
subscapularis. 

Identical paradoxical behavior has also been 
demonstrated with the myograph in the antagonists, 
the subscapularis versus the infraspinatus, and in 


the brachialis anterior and biceps versus the triceps. 
Such synergistic dysco-ordination has also been 
registered by the myograph in the pronator and 
supinator muscles of the forearm; however, the 
difficulties of myographic study of the forearm have 
so far prevented the establishment of any definite 
conclusions. JouN W. BRENNAN, M.D. 


Palliative Operations in Traumatic Palsies of the 
Upper Limb (Operations palliatives dans les paraly- 
sies traumatiques du membre supérieur). M. GuILLE- 
MINET and R. MERLE D’AvusBicNé. Rev. orthop., 
Par., 1947, 33: 390. 


A large number of traumatic palsies of the upper 
limb cannot be readily cured by suture or neuroplas- 
ty, but in many cases the incapacity can be dimin- 
ished, or even abolished, by palliative operations. 

There are five main indications for palliative oper- 
ations in the upper limb: (1) re-establishment of ab- 
duction, (2) conservation of the mobility of the el- 
bow, (3) re-establishment of extension of the wrist 
and fingers in radial palsies (this constitutes the ma- 
jor indication), (4) re-establishment of opposition of 
the thumb in lesions of the median nerve, and (5) su- 
pination, not so much to restore the function but, at 
least, to place the forearm in a favorable attitude for 
the use of the hand. 

A certain number of principles or rules are essen- 
tial in effecting tendon transplantation. Before an- 
astomosis is attempted the function of the joints to 
be moved by the transplanted tendons must be nor- 
mal or close to it; all deformities should be corrected 
and retraction of the antagonistic muscles should be 
abolished. Much reflection must be done in selecting 
the muscles for transplantation. These muscles must 
be healthy and strong enough to assure the necessary 
contraction. It is not necessary for the muscles to 
have a function similar to that of the paralyzed mus- 
cles. Moreover, the use of muscles with an opposite 
function has an advantage; it re-establishes the equi- 
librium of the powers. However, one must not carry 
this principle too far and jeopardize the stability of 
the proximal joints. 

Certain technical and mechanical precautions 
must be taken to obtain a good result with a tendon 
anastomosis: the reactivating muscle must be of sim- 
ilar strength and have a course comparable to that of 
the tendons that it will move; the bed in which the 
transplanted tendon is placed must be soft and 
healthy, and allow easy mobilization. 

Experience has shown that when one is dealing 
with palsies of the shoulder and scapular girdle, fix- 
ation operations produce the best results. Palsies of 
the wrist and hand are best treated by restoration 
and transplantation operations. 

At the shoulder, arthrodesis, if not the operation 
of choice, is at least the surest solution. In skillful 
hands, transplantation of the trapezius muscle for 
palsies strictly limited to the deltoid muscle has giv- 
en excellent results. 

In cases of isolated palsies of the serratus magnus, 
transplantations have also given fine results. Scap- 
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Fig. 1. (Guilleminet and D’Aubigné). Transplantation of 
the pronator teres to the extensor carpi radialis longus and 
brevis. The pronator teres tendon is drawn by the fine for- 
ceps through the holes made in the extensor carpi radialis 
longus and brevis tendons, to which it will be sutured. 


ulopexy is, however, more often preferred, especially 
if the rhomboids and part of the trapezius muscles 
are deficient. The loss of the trapezius muscle 
constitutes an absolute handicap to any restorative 
surgery. 

At the elbow, transplantation of the epitrochlear 
muscles is a good operation for restoring some degree 
of active flexion. Transplantation of the pectoralis 
major on the biceps is the next best. The use of a me- 
chanical device is to be preferred to arthrodesis at 
the elbow because it will allow a certain degree of 
motion. 

Transplantations to restore active supination pro- 
duce variable results. One must be satisfied in se- 
curing the forearm in a position compatible with 
function. 

The radial palsies can be overcome almost perfect- 
ly by tendon transplantations. Extension of the 
hand is restored by transplanting the pronator teres 
muscle to the extensor carpi radialis longus and bre- 
vis. Extension of the fingers is restored by transfer- 
ring the flexor carpi ulnaris to the extensors. Abduc- 
tion of the thumb must be treated separately by 
transplanting the palmaris brevis or a superficial 
flexor, if the former is absent, to the long abductor 
and extensor brevis. The palmaris longus must be 
left in place as a stabilizer of the hand. 

If one aims at reactivating the tendons, arthrode- 
sis of the wrist will make all the flexor and extensor 
tendons of the wrist available for anastomosis. 

The function of apposition of the thumb, the loss 
of which is the most serious and most common se- 
quela of palsies of the median nerve, can be corrected 
by fixing the thumb in permanent apposition with an 
intermetacarpal graft or by arthrodesis. Also a new 
opponens muscle can be made with one of the super- 
ficial flexors or the flexor carpi ulnaris. The new op- 
ponens muscle must be reflected at the level of the 
pisiform bone and fixed to the base of the first pha- 
lanx of the thumb. 

Less often one will be called upon to correct a pal- 
sy of the interossei by using the superficial flexors, or 
a palsy of the flexors of the fingers and thumb by 
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transplanting the brachioradialis or flexor carpi ul- 
naris, or even by tenodesis. 

The authors developed a technique of their own to 
correct the paralyzed extensors of the hand and fin- 
gers and have used it in 36 cases during the last 2 
years. A 6 cm. incision is made in the middle third 
of the forearm between the brachioradialis and flexor 
carpi radialis. The pronator teres tendon is identi- 
fied and detached from its insertion on the radius. It 
is obliquely introduced into a hole in each of the ex- 
tensor carpi radialis tendons, to which it is fixed with 
stainless steel wire. The pronator teres must be fixed 
under moderate tension, the hand being held in 
slight dorsal extension. A 7 cm. longitudinal incision 
is made on the anterior surface of the wrist immedi- 
ately lateral to the flexor carpi ulnaris without cross- 
ing of the flexion crest. 

The flexor carpi ulnaris tendon is detached from 
the pisiform bone and liberated for a distance of 
about rocm. The skin is undermined. Through the 
same incision the palmaris brevis tendon is isolated 
and detached from its insertion. If the latter is ab- 
sent, the superficial flexor tendon of the third finger 
is isolated and divided just above the annular liga- 
ment. The distal end is buried in the flexor profun- 
dus to prevent the formation of adhesions. 

A 3 cm. transverse incision is made just above the 
flexion crest of the wrist. The skin of the forearm is 
undermined and the proximal end of the palmaris 
brevis tendon or the superficial flexor of the middle 
finger is caught and introduced into the long abduc- 
tor and extensor brevis tendons of the thumb, which 
is held in complete abduction and extension. Two 
stainless steel wire sutures hold the transplanted ten- 
don in place. 

A 5 cm. oblique dorsal incision is made 4 finger- 
breadths above the wrist. The extensor tendons of 
the fingers and the extensor pollicis longus are ex- 
posed. The flexor carpi ulnaris tendon is then 
brought into this incision. The thumb is extended 
and abducted; the first phalanges of the fingers are 
held in complete extension; with a tenotome, an ap- 
erture is made in a direction obliquely downward and 
outside, in the fifth, fourth, third, second, and first 
extensor tendons. A fine hemostat is introduced in 
a reverse direction through the holes, and the flexor 
carpi ulnaris tendon is caught and drawn through 
the holes of all of the tendons. The transplanted ten- 
don is sutured with stainless steel wire to the exten- 
sor pollicis longus and to the extensor tendons of the 
index and third fingers. 

After closure of the wounds, the hand and first 
phalanges of the fingers are kept in forced extension 
in a plaster cast. The thumb must be kept in com- 
plete abduction and extension. 

The authors review their results in 36 cases. In 23 
transplantations of the pronator teres to the exten- 
sor of the radius, the extension of the hand was 
incomplete in only 1 case. The flexion of the wrist 
remained limited to an important degree in only 3 
cases. The flexion of the fingers was limited in only 
4 cases. 
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Fig. 2 (Guilleminet and D’Aubigné). Palmar incisions. 
Dissection and section of the flexor carpi ulnaris tendon. 
Drawing the palmaris brevis tendon through the long ab- 
ductor and extensor brevis tendons of the thumb. 


Extension of the thumb was normal in the 10 cases 
in which transplantation was carried out separately 
for the extensor pollicis longus (flexor carpi ulnaris) 
and for the abductor and extensor brevis (palmaris 
brevis). In the 16 other cases, 5 showed normal ex- 
tension of the thumb, 10 limited extension, and 1 
definitely insufficient extension. 

Following radial palsy it is possible to restore al- 
most normal motion of the hand and fingers by ten- 
don transplantations. The best results are only 
slightly inferior to those obtained following perfect 
suture of the nerve while the more inferior results are 
far superior to those following incomplete regenera- 
tion of the nerve. The patient is allowed to use his 
hand in a period of from 1 to 2 months following 
surgery. 

In the light of these facts, the authors discuss the 
indications for palliative operations with regard to 
curative surgery, such as suture or nerve graft. The 
authors believe that the functional value of the hand 
following complete regeneration of the radial nerve 


is superior to that following a successful transplanta-— 


tion. 

A good result can be obtained by suture of the 
radial nerve in from 50 to 80 per cent of the war 
wounded. Among civilians, the proportion would 
undoubtedly be higher. 

The indications for immediate tendon transplan- 
tation are loss of nerve substance of more than 6 cm. 
and lesions which are a year or more old. The indi- 
cations for arthrodesis of the wrist are exceptional in 
simple palsy of the radial nerve, but the procedure is 
imperative when it is necessary to provide tendons 
for purposes of transplantation. 

GeErarp GaGnon, M.D. 
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Fig. 3 (Guilleminet and D’Aubigné). Dorsal incision. 
Fixation of the flexor carpi ulnaris tendon to the extensor 
tendons of the fingers and extensor pollicis longus. 


Chondromalacia Patellae. Jacozs Bronitsxy. J. 
Bone Surg., 1947, 29: 931. 

The term, chondromalacia patellae, applies to a 
circumscribed degeneration of the articular surface of 
the patella, as evidenced by softening, fibrillation 
with eventual fissuring, and erosion of the cartilage. 
Although trauma is the primary exciting cause, a 
predisposed constitution and peculiar mechanism of 
the knee joint play important roles in the etiology of 
the lesion. 

The earliest detectable lesions are most frequently 
located on the medial facet of the patella, less fre- 
quently in the center, and occasionally on the lateral 
facet. In the most severe cases the entire articular 
surface may be involved. Wilberg explained that 
this distribution of the lesions is based on the peculiar 
anatomy of the patellofemoral joint. 

The history is that of chronic knee discomfort of 
varying degrees of severity. The usual complaints 
are pain, weakness, and a tendency of the knee to 
buckle. This is noted especially when climbing a hill, 
or on walking up or down stairs. Often there is diffi- 
culty in fully extending the knee, and momentary 
locking may be present; there may be effusion into 
the joint; actual locking may occur when there are 
loose bodies within the joint; frequently the knee 
aches, especially after sitting for some time in one 
position; there may be some morning stiffness; crepi- 
tation of the patella may be pathognomonic, pain on 
pressure over the patella is often elicited; there may 
be fluid within the joint, and atrophy of the thigh 
muscles. In the early stages of the condition roent- 
genograms are usually negative. 
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No patient was operated upon until conservative 
therapy had failed to give relief. The operations 
were chondrectomy, in which the degenerated cartil- 
age was shaved, or the same procedure in which the 
patellar surface was covered with synovial mem- 
brane; patelloplasty, in which the entire patellar 
cartilage and subchondral bone were removed with 
a saw, the bony shell then being covered with syno- 
vial membrane; or complete excision of the patella. 
The best results were obtained either by chondrec- 
tomy or patellectomy. 

DANIEL H. LevintuHat, M.D. 


The Orthopedic Value of the Various Amputations 
of the Foot (Valor ortopedico de las distintas 
amputaciones del pie). MARio OLIVeRAS DEVESA. 
Cirug. apar. locomotor, 1946, 3: 290. 


Various foot amputations are discussed and eval- 
uated in this article, The Lisfrance, Chopart, Ri- 
card, Souligoux, Syme, and Pirogoff methods are 
specifically singled out and appraised from an ana- 
tomic, physiologic, and, particularly, a prosthetic 
viewpoint. It is thought that Lisfrance’s amputa- 
tion at the metatarsal articulation gives the best 


results according to the criteria advanced, and, when 
possible, it should be employed. 

Chopart’s amputation is considered a poor opera- 
tion because the end-results often produce pain in 
the heel, the anterior scar is extraordinarily sensi- 
tive, and interference with the circulation produces 
ulceration. The Ricard operation gives a very satis- 
factory result despite its similarity to the Chopart 
operation. It is more like an astragalectomy, and 
as such produces a better terminal stump than the 
classic Chopart procedure. Souligoux’s technique 
is more mutilating than Chopart’s as it sacrifices the 
anterior tuberosity of the calcaneus and makes 
the adaptation of prostheses both difficult and in- 
tolerable. 

The author has had little experience with the 
Syme operation, although he believes the operation 
is good because it permits good prosthesis. The 
Pirogoff operation is considered satisfactory, provid- 
ed the divided part of the calcaneus can be made to 
unite firmly to the tibia. Supramalleolar operations 
are best from a prosthetic viewpoint if the lower 
third of the leg is employed. 

STEPHEN A. ZIEMAN, M.D. 
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BLOOD VESSELS 


Carotid Body Tumor in Association with Carotid 
Sinus Syndrome. Barton McSwain and FRANK 
C. SPENCER. Surgery, 1947, 22: 222. 


A 15 year old male entered Vanderbilt University 
Hospital, Nashville, Tennessee, complaining of faint- 
ing attacks and a lump in the neck. Physical exami- 
nation showed a firm, nontender mass about 3 cm. in 
diameter just posterior and inferior to the angle of 
the left mandible; pressure upon this mass caused 
pallor, loss of consciousness, and a drop in the blood 
pressure. The mass was removed under intratracheal 
anesthesia, along with a portion of the cervical sym- 
pathetic chain and the superior laryngeal nerve to 
which the tumor was adherent. 

There were no attacks subsequent to surgery. Two 
and one-half years after excision, a mass was felt in 
the region of the bifurcation of the right common 
carotid artery. No symptoms could be elicited by 
pressure. There was no recurrence of the carotid 
body tumor removed from the right side. 

A second patient was found to have a tumor mass 
similarly located on the left side. She gave a history 
of many fainting attacks which had occurred 8 years 
prior to her admission to the hospital. These attacks 
had become less frequent and had subsequently 
ceased spontaneously. The mass was excised. Four 
months after the operation no symptoms had been 
noted, and there was no evidence of recurrence of the 
tumor mass. B. Farnsworts, M.D. 


The Painful Symptoms of Arterial Elongation (Les 
symptomes douloureux des dolicho-artéres). RENE 
LERICHE. Presse méd., 1947, 57: 641. 


In 1942 the author first described the existence of 
dilatation and elongation of certain arteries without 
visible cause. Since then he reported 2 more cases of 
this condition, and more recently 2 additional in- 
stances have been observed by others. Surgeons who 
operate on the blood vessels have yet to correlate the 
condition with a definite clinical syndrome. Conse- 
quently the diagnosis requires arteriographic or op- 
erative confirmation. 

An additional case is reported in detail. 

A 68 year old male complained of pain in the right 
iliac fossa of a month’s duration. Appendectomy was 
performed. At operation an indurated retroperito- 
neal mass was noted beneath the appendix. Three 
days after operation the patient began to have per- 
sistent severe pain below the right ankle in the up- 
right position, relieved by elevation of the leg and 
holding it in slight flexion. Examination revealed a 
strong posterior tibial pulse and a normal oscillo- 
metric index in thesupine position but the pulse faded 
and oscillations stopped in the upright position. 

The author made a tentative diagnosis of arterial 
elongation involving the right iliac arteries, with 


Fig. 1. (Leriche) Retrograde arteriogram by injection 
of right common femoral artery. Marked tortuosity and 
elongation are apparent in both common iliac arteries 
and their branches. 


kinking in the upright position. In order to confirm 
the diagnosis, direct aortography was attempted but 
only the superior mesenteric artery and its branches 
were visualized. A retrograde arteriogram was then 
taken through the left femur. Elongation and tor- 
tuosity of the left common iliac artery and its branch- 
es was demonstrated but the right iliac system did 
not fill with the opaque medium. 

Operation was performed, consisting of right lum- 
bar sympathectomy and exploration of the right iliac 
vessels. The common iliac artery was found to be 
tortuous and made a bend which brought it under 
the peritoneum behind the cecum. When postoper- 
ative recovery had taken place another retrograde 
arteriogram was taken through the right femur. The 
marked tortuosity of both iliac systems was clearly 
demonstrated (Fig. 1). 

In conclusion, the author points out that this con- 
dition may provide the explanation for certain un- 
explained right iliac fossa pains in elderly patients. 
Furthermore, he states that he saw 2 patients in the 
past with epigastric pain with no basis other than 
dilatation of the retropancreatic aorta. The etiology 
and pathogenesis of arterial elongation remain ob- 
scure. THEopore B. M.D. 
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Vascular Responses in Man to Ligation of the In- 
ferior Vena Cava. C. THorPE Ray and GEORGE 
Bourca. Arch. Int. M., 1947, 80: 587. 

Observations were made on 12 patients in whom 
the inferior vena cava had been ligated in the treat- 
ment of pelvic thrombophlebitis. Immediately after 
ligation the pressure in the dorsal pedal veins was 
markedly elevated in all but 1 patient. There was a 
gradual decline in venous pressure towards normal 
but it returned to within the maximum limits of nor- 
mal in only two instances. There was no relation of 
venous pressure to the degree of edema or to section 
of the sympathetic nerves. The pressures in the ante- 
cubital veins were normal but in 5 of 6 patients there 
was an elevated pressure in the superficial low ab- 
dominal veins. An interesting factor was the ab- 
sence of abnormal dilatation of the veins of the legs 
and the feet even in the presence of pronounced ve- 
nous hypertension. 

A quantitative study of the variations in volume 
of the tips of the fingers and toes was performed 
plethysmographically. The volume of pulse deflec- 
tions in the toe tips was reduced immediately after 
operation to a mean value of 1.2 cubic millimeters 
per 5 cubic centimeters of part, which increased with 
time to mean values of 2.7 and 3.0 cubic millimeters. 
Section of the sympathetic nerves resulted in a great- 
er mean value (3.5 cu. mm.) immediately after oper- 
ation. 

The rate of water loss from the right index finger 
tip, right second toe tip, right pretibial area, and the 
volar surface of the right forearm was measured 
quantitatively in 5 patients. There were no signifi- 
cant disturbances in water loss in a comfortable en- 
vironment nor in a hot and humid one, the rate of 
the water loss increasing under the latter con- 
ditions. 

The plasma protein content was determined in 7 
patients at varying intervals after ligation. The pro- 
tein levels tended to be slightly higher than normal 
with mean values of 4.8 gm. of albumin, 2.6 gm. of 
globulin and 7.4 gm. of total protein per hundred 
cubic centimeters. The range for total protein was 
5.3 to 10.6 gm. per 100 cubic centimeters. 

Measurements of the pressure in the subcutaneous 
tissue in the pretibial region were made in 6 patients. 
The tissue pressures rose after vena cava ligation to 
mean values of 42 and 50 mm. of water respectively. 
Tissue pressure tended to vary directly with the 
venous pressure and inversely with the degree of the 
edema. 

Clinical observations revealed functional capacity 
of the lower extremities, normal skin temperature, 
normal color, texture, and nail growth. Two patients 
manifested no edema either before or after the opera- 
tion. Edema was present in the remaining 10 pa- 
tients and varied in severity from mild to extreme, 
but disappeared within 2 months after operation in 
all but 3 patients. This disappearance of the edema 
occurred without a concomitant fall in venous pres- 
sure. In only 2 patients did the edema persist for as 
long as 8 months. 
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The veins of the feet were small; varicosities were 
limited to minute veins of the skin. The superficial - 
veins of the abdominal wall and gluteal region and 
also the long thoracic vein became dilated to form an 
unusually prominent network. The direction of 
blood flow was invariably cephalad in these veins of 
the trunk. 

Clinical and physiologic observations failed to re- 
veal any detrimental effect from ligation of the in- 
ferior vena cava because of circulatory adjustments 
which are apparently adequate but not all clearly 
understood. Tueopore B. MasseEtt, M.D. 


The Use of Anticoagulants in the Surgery of Aneu- 
rysms and Arteriovenous Fistulas. With Par- 
ticular Reference to Dicumarol. Harris B. 
SHUMACKER, JR., DAavip I. ABRAMSON, and HERBERT 
H. LAMPERT. Surgery, 1947, 22: gto. 


Inasmuch as the reported experimental and clini- 
cal data regarding anticoagulant therapy in arterial 
surgery are limited to the use of heparin alone, the 
authors believe it is desirable to record their exper- 
iences with a group of patients in whom some type of 
reparative surgery was attempted on a peripheral 
aneurysm or arteriovenous fistula, and in whom 
heparin or dicumarol was used either alone or to- 
gether. The authors discuss the methods and means 
of control of the therapy employed, the general re- 
sults, and complications encountered, and they 
demonstrate that reparative surgery of the peri- 
pheral arteries can be safely accomplished with anti- 
coagulants given at the time of operation or before. 
They admit that the material was insufficiently con- 
trolled, however, to warrant drawing conclusions 
concerning the relative efficacy of anticoagulants in 
the prevention of thrombosis following arterial re- 

air. 

The clinical material consisted of some type of 
reparative procedure in 34 of 290 aneurysms and 
arteriovenous fistulas treated surgically. Among 
these cases 22 patients were given anticoagulant 
therapy for a more or less prolonged period of time. 
An additional patient received a single injection of 
heparin. The remaining 11 patients underwent 
simpler surgical procedures and received no anti- 
coagulant therapy, but they did not serve as controls 
because the hazard of thrombosis was so much less. 
For the basis in the selection of cases for repair and 
the clinical results the reader is referred to an article 
by the senior author which is in press (Aun. Surg.). 
The methods employed for preserving the continuity 
of the vessel consisted of ligation and transfixion of 
the fistula (13), lateral arteriorrhaphy (5), resection 
of a segment of the artery with end-to-end suture 
(10), and vein transplantation (6). Anticoagulant 
therapy was used infrequently in the first method, 
generally in the second, and routinely in the other 
two methods. 

Crystalline heparin in aqueous solution was ad- 
ministered intravenously every 4 hours in 50 mgm. 
doses and continued for 2 days or until a satisfactory 
effect with dicumarol had been obtained. The first 
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injection was given at the time of operation. Dicu- 
marol was administered only after an initial pro- 
thrombin level had been obtained. In general, 300 
mgm. were given the first day, 200 mgm. the second, 
and 100 mgm. the third. Thereafter the dosage was 
determined on the basis of the daily prothrombin 
time, and the drug was continued for about 3 weeks. 
From 20 to 30 per cent of the normal was chosen as 
the optimal prothrombin level, based upon the Quick 
curve. The authors claim this value is roughly 
equivalent to a “clotting index” of 50. The method 
of Quick for the determination of prothrombin time 
is given in adequate detail. One member of the staff 
is given the responsibility for the readings and the 
dosages. 

In 3 patients dicumarol was stopped within 3 to 6 
days because of an unusually marked response in 
one, infection at the site of repair in the second, and 
because of persistent bleeding from the wound in the 
third. A fourth patient received 300 mgm. of dicu- 
marol every 4 hours for 5 doses plus 50 mgm. of 
heparin every 4 hours for the same period. All anti- 
coagulants were stopped when the mistake was dis- 
covered, and 60 mgm. of synthetic vitamin K were 
given intravenously. No hemorrhagic difficulties 
ensued. 

Despite the use of anticoagulants, 3 patients de- 
veloped thrombosis following resection of a traumatic 
aneurysm of the brachial artery with end to end 
suture in 2 and a vein graft in one. Scarring of the 
distal portion of the artery or imperfect suture is 
offered as a possible explanation for these failures. 
It is emphasized that there was no evidence of propa- 
gation of clot in any of the 3 cases. 

In no case was any particular difficulty with hemo- 
stasis experienced, even in the cases in which the 
prothrombin level had been altered beforehand by 
heparin or dicumarol. In several cases some later 
difficulty with bleeding was encountered. Hema- 
tomas developed in 3 cases, in each of which the 
wound was reopened within from 2 hours to 10 days 
after operation and the clot evacuated. Slow per- 
sistent oozing from a surgical wound occurred in the 
fourth case. In one case dicumarol and heparin were 
stopped on the fourth day because the blood loss was 


great enough to necessitate vitamin K and a whole 
blood transfusion. The wound was explored and the 
capillary bleeding found to be stopped with closure 
of the incision. 

In a second series of 256 cases in which the artery 
was simply ligated and divided, no anticoagulants 
were used. In 2 of these postoperative thrombosis 
occurred and resulted in a nonfatal partial hemi- 
plegia in the first case and gangrene of the foot neces- 
sitating amputation in the second. Infrequent as 
these disasters are, the authors speculate that they 
— be avoided by the routine use of anticoagu- 
ants. 

Dicumarol is a dangerous drug if facilities for daily 
determinations of the prothrombin level are not 
available. Without them heparin can be used more 
safely. It is pointed out that heparin is apparently 
slightly more effective than dicumarol in preventing 
thrombosis following arterial trauma. In addition, 
the critical period during which thrombosis is most 
likely to occur is immediately following operation. 
Hence, the authors suggest that the most effective 
program may be the administration of heparin im- 
mediately preceding operation and for 5 or 6 days 
thereafter, and combined with dicumarol for the 
following week or two. More extensive clinical trial 
is needed before a true evaluation of the procedure 
can be obtained. 

The use of anticoagulants is not recommended in 
surgery of the abdominal, cranial, or thoracic cavities 
where postoperative bleeding may go unrecognized, 
nor in surgery of the bones and joints, for the same 
reason. While it is the authors’ impression that 
heparin and dicumarol were of benefit in preventing 
arterial thrombosis, they state that they were not 
complete safeguards because an adequate and pro- 
longed anticoagulant effect did not prevent thrombo- 
sis in two of their patients. The proficiency of the 
operator, the presence or absence of infection, and 
the extent of local arterial injury are recognized as 
major factors influencing the outcome of the repair. 
Helpful as the anticoagulants may be, they will not 
assure success unless the local damage is not great, 
and unless the surgical repair is perfectly performed. 

D. Cattow, M.D. 


re 
ial - 
nd 
an 
of 
of 
re- 
in- 
its 
rly 
u- 
ir- 
B. 
RT 
ni- 
ial 
he 
er- 
of 
ral 
ym 
to- 
ns 
re- 
ley 
ri- 
re. 
yn- 
ns 
in 
re- 
of 
nd 
yng 
ant 
ne. 
of 
ent 
iti- 
ols 
ind 
icle 
g.). 
ity 
1 of 
jon 
ure 
ant 
od, 
her 
ad- 
7m. 
ory 
irst 


SURGICAL TECHNIQUE 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Ascorbic Acid, Thiamine, Riboflavin, and Nico- 
tinic Acid in Relation to Acute Burns in Man. 
C. C. Lunn, S. M. Levenson, R. W. GREEN, R. W. 
Paice, and Others. Arch. Surg., 1947, 55: 557- 


This study is concerned with the alterations in the 
plasma concentration of ascorbic acid and in the 
urinary excretion of ascorbic acid, riboflavin, and 
N-methylnicotinamide in patients with burns ad- 
mitted to the Boston City Hospital, Boston, Massa- 
chusetts, in 1944 and 1945. 

The patients studied were cared for by members of 
the Burns Assignment of the Surgical Services of the 
Boston City Hospital. The dietary calculations were 
made by a research dietitian. All hematologic and 
routine chemical determinations were made by the 
methods previously reported from the Thorndike 
Memorial Laboratory. Determinations of plasma 
ascorbic acid were made in the Thorndike Memorial 
Laboratory by the method of Mindlin and Butler. 
The determinations of vitamin output were made in 
the Harvard Fatigue Laboratory. Both fasting and 
hourly excretion rates and the excretions after in- 
jections of test doses were determined. Low fasting 
hourly excretion rates of ascorbic acid, thiamine, 
ribo flavin, and N-methylnicotinamide, together with 
low excretions of these substances after the injection 
of test doses, were considered indicative of tissue 
unsaturation. Vitamin supplements were given oral- 
ly in the form of ascorbic acid tablets and multi- 
cebrin capsules. Vitamins were given intravenously 
in the form of single or multiple vitamin prepara- 
tions. 

The percentage of body surface burned was esti- 
mated by the method of Lund and Browder. The 
depth of the burn was classified according to the 
method of Converse and Robb-Smith. Dressings in 
most instances were dry sterile pressure dressings 
applied usually without anesthesia. The dressings 
were changed at 1 to 2 week in tervals. Grafting was 
done by the Padgett dermatome technique under 
cyclopropane anesthesia. 

The cases studied are listed in the tables. There 
were 4 children with minor burns who were in ex- 
cellent nutritional status on entry to the hospital and 
none had any complications before or after the burns. 
The fasting concentrations of plasma and vitamin C, 
and the fasting hourly excretion rates of the various 
vitamins are listed in a table. In all instances these 
were within the expected normal range. 

There were 2 children with severe burns. In one of 
these at the twenty-second hour after injury, before 
any vitamin supplements were given, the fasting 
hourly excretion rates of ascorbic acid, thiamine, 
riboflavin, and N-methylnicotinamide were normal. 
In 2 adults with minor burns no significant changes 


from normal of the vitamins studied were noted; 

only patients with some complicating factor such as 

pre-existing deficiency, low food intake, high fever, 

alcoholism, or serious infection will show important 

—* The courses of such patients are given in 
etail. 

The data presented demonstrate that after severe 
burns there are considerable alterations in the me- 
tabolism of ascorbic acid, thiamine, riboflavin, and 
nicotinamide. The extent of the abnormalities ap- 
pears to parallel the extent of the burn. The evi- 
dence presented shows a low concentration of ascor- 
bic acid in the plasma either with the patient fasting 
or after saturation tests and low urinary excretion of 
these vitamins in severe burns and in patients with 
complications. These changes were greatest in the 
early period following injury but continued in some 
cases far into the chronic stage. In this respect, the 
alteration in vitamin metabolism parallels. the 
changes in nitrogen metabolism which follows burns. 

The authors conclude that large doses of ascorbic 
acid, thiamine, riboflavin, and nicotinamide are 
needed by severely burned patients and that some 
supplementation at a lower level is needed for many 
patients with burns of moderate extent. Similar con- 
clusions had been reached in a study of patients with 
hemorrhagic shock, traumatic injuries, and infection. 
It is suggested that from 1 to 2 gm. of ascorbic acid, 
from 10 to 20 mgm. each of thiamine and riboflavin, 
and from 150 to 250 mgm. of nicotinic acid be given 
daily to severely burned patients and that the doses 
may be needed for long periods. The diet should 
be high in carbohydrate and protein values and 
include ample quantities of yeast, crude liver ex- 
tract, and vitamins A and D. 

Jonn H. Monarpt, M.D. 


The Treatment of Pulmonary Embolus by Stellate 
Block. WitttAm E. BAGEANT and LAWRENCE A. 
Raper. Anesthesiology, 1947, 8: 500. 


The authors present a more practical aspect of 
blocking of the stellate ganglion for the syndrome of 
severe pulmonary embolus. The treatment of pul- 
monary embolus by stellate block is offered as an ad- 
junct to the present therapy to relieve the acute epi- 
sodes of this entity. Subsequent therapy of the pa- 
tient is not in the scope of this paper. 

The stellate ganglion is frequently formed by the 
fusion of the inferior cervical and the first thoracic 
sympathetic ganglion lying between the transverse 
process of the seventh cervical vertebra and the neck 
of the first rib on the medial side of the costocervical 
artery. 

The technique of blocking the stellate ganglion 
varies, but whatever the approach, anterior or pos- 
terior, the surgeon must avoid (1) entering the pleura 
and causing pneumothorax, (2) injecting the anes- 
thetic solution into a blood vessel, (3) injecting the 
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solution into the spinal fluid, (4) anesthetizing the 
recurrent laryngeal nerve, and (5) anesthetizing the 
phrenic nerve. Because of the last two complica- 
tions, a stellate block should not be done bilaterally 
at the same time. 

A successful block results in a Horner’s syndrome 
characterized by ptosis, miosis, anhidrosis, injection 
of the sclera, and increased temperature of the face, 
neck, arm, and chest wall of the injected side. The 
authors used the anterolateral approach and after 
producing a typical Horner’s syndrome with 2 to 6 
c.c. of 2 per cent metycaine, 1 c.c. of a long-acting 
anesthetic in oil (novestoil) is injected for prolonged 
effect, which persists for 2 to 6 hours, and the effect 
of the block from 2 to 6 days or longer. 

The authors report, in detail, 2 cases in which 
stellate block was used with dramatic results. 

In the first case, a stellate block was done for two 
episodes of severe pulmonary embolus with drama- 
tic and immediate relief of chest pain, dyspnea orth- 
opnea, cyanosis, and a probable reversal of the 
shock syndrome. Pulmonary embolus was proven 
on each occasion by roentgenogram. The third em- 
bolus caused death. Necropsy proved the presence 
of old and recent emboli. 

In the second case the patient was not in extremis, 
but suffered severe dyspnea, chest pain, and appre- 
hension. A pulmonary embolus was proven by roent- 
genogram and, after opiates had failed except for 
slight relief, stellate block gave immediate and 
marked relief. 

Surgical ligation of the pulmonary artery does not 
produce chest pain, dyspnea, orthopnea, cyanosis, 
shock, or death. The authors have listed the possible 
physiologic patterns in this mechanism. 

The fact that pain impulses are transmitted by 
way of the sympathetic nervous system has been re- 
cently accepted by many as a definite entity. It is 
probable that the pulmonary embolus causes reflex 
vasospasm of the pulmonary vessels of not only the 
lung affected, but of the vessels of the opposite lung 
as well. This spasm initiates painful impulses that 
are mediated by the sympathetic fibers innervating 
these vessels. These painful impulses plus vaso- 
spasm could account for the severe chest pain, dysp- 
nea, orthopnea, chest splinting, and resultant shock 
seen in severe pulmonary embolic syndrome. In ad- 
dition to reflex vascular spasm of the pulmonary 
vessels there may also be a regional sympathetic 
spasm of the coronary vessels as well, regardless of 
the pulmonary vessels involved, right or left. This 
may explain the bilateral chest pain that may occur 
and the frequent cardiac irregularities found in many 
cases. 

The blocking of the stellate ganglion interrupts 
the painful irritation impulses arising from the sym- 
pathetic nerves innervating the pulmonary vessels. 
This apparently breaks up the vicious cycle—pul- 
monary spasm or coronary vascular spasm phenome- 
na (or both)—by blocking the painful nerve im- 
pulses, as stated, and permits vasodilation of the pul- 
monary vessels. The caliber of the bronchioles is ap- 


parently unchanged. Repetition of the block is in- 
dicated if the cycle recurs. 

No dogmatic conclusions are drawn by the au- 
thors, but the use of stellate block is recommended 
in patients who have the syndrome of severe pul- 
monary embolus. Davip H. Rerp, M.D. 


The Importance of Physiotherapy in Infections of 
the Hand (Le réle de la physiothérapie dans les in- 
fections de la main). P. BAuwens. Bruxelles méd., 
1947, 27: 2275. 

The infections of the hand have always constituted 
a difficult problem because of the serious conse- 
quences which may follow inadequate or incomplete 
treatment. The author pays tribute to Kanavel for 
having formulated the fundamental principles in 
the treatment of infections of the hand. 

Adequate treatment rests on the trio consisting 
of surgery, chemotherapy, and physiotherapy. Each 
factor is important and indispensable. 

Classically, a typical infection goes through four 
stages: inflammation, resolution, repair, and func- 
tional restoration. These stages are not well de- 
limited, but must, nevertheless, be recognized be- 
cause the end-results largely depend on the rapidity 
and success of dealing with them. Primarily, all 
efforts are concentrated on arresting the infectious 
process. The surgeon must decide, if chemotherapy 
is indicated, which agent and what avenue should be 
used. If surgery is indicated, the surgeon must 
select the time for operation. The rules formulated 
by Kanavel and his followers should be followed as 
closely as possible. At the same time short-wave 
treatment should be instituted. At first the whole 
limb is treated; later on, the intensity of the treat- 
ment is decreased and the treatment is concentrated 
at the site of infection. The treatment must be 
supplemented by absolute rest of the tissues directly 
or indirectly involved. The wrist as well as the hand 
and fingers must be immobilized in a plaster cast. 
It is of utmost importance to immobilize the hand in 
the position of function. The absolute rest reduces 
to a minimum the tendency of the infection to 
spread and also the amount of pain. One must, 
nevertheless, be on the alert for the formation of 
adhesions between various movable tissues. To 
prevent such occurrence it is necessary to mobilize 
the involved joints and tendons as much as pain will 
permit. It is advantageous to mobilize all the joints 
of the limb after each diathermy treatment. 

After the infection has subsided and become simple 
inflammation, chemotherapy is unnecessary, but 
short-wave treatment must be continued to aid in 
the process of resolution. The extent of immobiliza- 
tion of the affected part is also decreased. 

During the stage of repair one must stimulate the 
proliferation of the tissues by using massive doses of 
ultraviolet rays. The author recommends a phlyc- 
tenular dose. According to Loofbourow and his 
colleagues, the cells destroyed by the ultraviolet 
rays produce hormones which have a stimulating 
effect on the proliferation of the underlying tissues. 
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To prevent loss of these water soluble hormones, a 
cod liver oil dressing is applied. Cod liver oil is used 
because it has an antiseptic effect due to its oxidizing 
capacity, and not because of its vitamin content. 
When the treatment described is instituted early, 
complications are rare and functional restoration is 
rapid. Delay in instituting rational treatment di- 
minishes the possibility of obtaining a good func- 
tional result. Very often irreversible changes have 
taken place. The residual disability that may follow 
is usually the result of stiffness and adhesions. 
Massage, mobilization, and occupational therapy 
must sometimes be carried out for several months 
before maximum restoration of function is achieved. 
GERARD Gacnon, M.D. 


Tetanus in Kanawha Valley Treated in Charleston, 
West Virginia, Hospitals. S. L. West 
Virginia M.J., 1947, 43: 398. 

In the present article the author reports 33 cases 
of tetanus which occurred in Kanawha Valley. The 
patients were treated in Charleston, West Virginia, 
hospitals. He has based his studies on the 20 patients 
for whom records were available. Of these 20, 7 
died, a mortality of 35 per cent. Two unusual etio- 
logic agents were otitis media and snake bite. In 1 
case tetanus developed 345 days after injury, 5 
days after open reduction of a compound fracture 
which had been sustained at the time of the original 
injury and had failed to unite. Incubation periods 
for the 20 cases varied from 5 to 345 days, but the 
length of the incubation did not appear to influence 
the outcome. 

The discussion of pathology, symptomatology, 
and treatment restates sound surgical principles and 
offers some new therapeutic suggestions. The 
mechanism of formation of secondary toxic sub- 
stance, resistant to antitoxin, is discussed. The 
value of immunization with toxoid is affirmed and 
adequate, early wound toilet is emphasized. 

Since 3 of the patients in this series had definitely 
had 1,500 units of antitoxin, the author believes that 
the routine prophylactic dose should be 3,000 units. 
For initial treatment of the established disease he 
recommends 80,000 to 100,000 units of antitoxin, of 
which 40,000 to 60,000 units should be given intra- 
venously and the balance intramuscularly. 

BENJAMIN F. Lounssury, M.D. 


ANESTHESIA 


The Technique of Pain Control. Brernarp D. Jupo- 
and Bates. Surg. Clin. N. America, 
1947, 27: 1343- 

The authors’ approach to the technique of somatic 
pain control hinges largely upon the pattern of 
tenderness which is associated with the pain, rather 
than on focusing attention only upon the area of the 
patient’s complaint. Somatic pain is divided into 
three types: (1) local, (2) transmitted, and (3) reflex. 

Classification of the patient’s complaint determines 
the areas to which study and therapy are to be di- 


rected. In the local type of pain, the studies and 
therapy are applied to the area of complaint. In the 
transmitted type, attention is directed to the spine 
and its surrounding areas if segmental nerve tender- 
ness is present. In the reflex type of pain, the seg- 
ments are identified and all skeletal structures re- 
ceiving nerve supply from this level are carefully 
examined for a local lesion which produces the 
radiation. 

Of greatest value in controlling pain are the meth- 
ods which interrupt the afferent pathways. Local 
infiltration and paravertebral nerve block have 
proved to be the most effective of all the conservative 
procedures. 

The scalenus anticus syndrome is one of the most 
common causes of pain in the shoulder girdle and 
upper extremity. Failure to distinguish between the 
primary and secondary types, and their causes, and 
ignoring bracheal plexus and sympathetic anesthesia 
following diagnostic procaine infiltration are the main 
reasons patients still complain of their original pain 
after the anterior scalenus muscle has been transected. 
In the secondary scalenus syndrome, the muscle 
should not be transected. Many conditions may 
simulate the anterior scalenus syndrome. None is 
relieved by a diagnostic infiltration of the muscle. 

In any patient with chronic pain and tenderness of 
the walls of the chest or abdomen, a careful examina- 
tion of the back should be made. If segmental 
neuralgia is present, the treatment of choice for 
rapidity of results and duration of relief is paraverte- 
bral nerve block. 

Lesions causing reflex pain along the course of the 
sciatic nerve do so because of irritation of somatic 
structures supplied by branches of the sciatic distri- 
bution. Infiltration of the sciatic nerve has been of 
definite value in the control of pain. 

In acute cases of herpes zoster, good results are 
obtained from therapeutic paravertebral nerve block 
with procaine and ammonium sulfate. In the chronic 
cases little or no relief of pain was obtained. 

The use of intraspinal alcohol is to be reserved for 
incurable cases and for patients who have severe pain 
which cannot be alleviated by other forms of therapy. 
Since 1939, the authors have been using ammonium 
salt solutions intraspinally and for nerve block. The 
action of the ammonium ion is that of depression of 
the C fiber potentials. The ammonium salts are to be 
used only for pain of the transmitted type, which 
as mentioned, is associated with nerve pattern 
tenderness. 

The intravenous administration of procaine ap- 
pears to be of definite value in the relief of pain, par- 
ticularly in cases of trauma or when sympathetic re- 
lease is desired. The relief of pain takes place by 
transudation of procaine in areas where capillary 
permeability is increased in connection with injury, 
inflammation, or edema. Sensitization to the drug is 
particularly apt to develop in patients with chronic 
urticaria. 

Failures should be investigated from several angles. 
If the segmental tenderness disappears and the pain 
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persists, it may be caused by: (1) a lesion proximal 
to the point of infiltration, (2) a local lesion which is 
overlapped by a zone of segmental neuralgia, (3) a 
visceral lesion which may coexist with the segmental 
neuralgia, and (4) medicolegal complications in 
which the patient refuses to admit relief of pain. 
Among these patients there are undoubtedly some 
who reflect psychosomatic situations. However, ap- 
plying the term psychosomatic to patients only be- 
cause no disease can be found is an implication that 
we have knowledge of all the causes of pain. This is 
far from the truth. Mary Frances Por, M.D. 


Anesthetic Mortality in Intrathoracic Surgery. H. 
LivincsTonE, G. Licut, J. Coto, and R. ENGEL. 


Arch. Surg., 1947, 55: 545. 


The need for intrathoracic operations arises fre- 
quently in the management of neoplastic, inflamma- 
tory, and congenital lesions of the organs within the 
thorax. These procedures are accompanied by many 
unusual surgical and anesthetic hazards. Many of 
the patients are grave risks with manifestations of 
serious alterations of their cardiorespiratory mech- 
anisms and nutritional state. 

In a series of 688 intrathoracic operations, the out- 
come and the relationship of the deaths to the anes- 
thetic management were investigated. Fifty-nine, or 
8.5 per cent of the patients, died. The greatest num- 
ber of deaths occurred 1 to 3 days postoperatively. 
Death followed a surgical accident in 1 case. Twen- 
ty-three and seven-tenths per cent of the deaths 
were due to the operation and the disease, and the 
same percentage were due to the disease alone. None 
of the deaths were due to the anesthetic alone. 

Deaths during or following intrathoracic surgery 
can be minimized by judicious care. Preoperative 
preparation involves the administration of adequate 
fluids, plasma and blood transfusions, removal of 
fluid or secretions from the esophagus, stomach, or 


respiratory tract, and other general measures to im-- 


prove the condition of the patient. 

The maintenance of the anesthetic state is but a 
small part of the management of anesthesia in in- 
trathoracic procedures. Adequate pulmonary ven- 
tilation at all times is of utmost importance. Undue 
alteration in the cardiorespiratory mechanism must 
be prevented. The two most important details are 
the prevention of anoxia and the removal of foreign 
material from the trachea and bronchi. It is not con- 
sidered imperative to introduce an endotracheal 
catheter if a clear airway is evident. Oxygen admin- 
istration with adequate inhalation pressure is most 
important. It is necessary to replace promptly all 
blood lost during the surgical procedure. Routine 
bronchoscopic aspiration of mucopus and blood from 
the tracheobronchial tree is indicated before the pa- 
tient leaves the operating room. 

Proper postoperative management includes oxy- 
gen therapy instituted immediately after operation, 
the maintenance of a patent airway, and prompt as- 
piration of secretions from the air passages. Con- 
tinuous suction drainage is applied to a stab wound 
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drain of the pleural cavity except after pneumonec- 
tomy. Adequate water and mineral balance must be 
maintained. Transfusions of blood and plasma 
should be repeated when indicated. 

Mary Frances Por, M.D. 


Nupercaine in Dilutions Greater than 1:1500 for 
Spinal Anesthesia. A. J. FisHEeR and R. J. WuitT- 
ACRE. Anesthesiology, 1947, 8: 584. 


The effectiveness of nupercaine as an anesthetic 
drug has led to the clinical use of this agent in con- 
centrations less than the 1:1500 dilution ordinarily 
recommended for spinal anesthesia. In order to 
evaluate the clinical effects of nupercaine in greater 
dilution, concentrations varying from 1:2000 to 
1:10,000 were used in 1,124 cases, of which all but 61 
required intra-abdominal operations. The nupercaine 
solutions were made definitely hypertonic by the use 
of dextrose. Because sensory anesthesia was usually 
incomplete, light first plane cyclopropane anesthesia 
was routinely administered as a supplement. 

It appears that the duration of the spinal block is 
not materially affected by the dilution of nupercaine. 
Likewise, the degree of relaxation obtained from a 
given dose of drug did not seem to be influenced by 
the various dilutions used. There is no evidence that 
the dilution of nupercaine has any effect upon either 
the incidence or the severity of circulatory reactions. 
It appears likely that the size of the dose, rather than 
the dilution, is the primary factor to be considered in 
attempting to minimize circulatory disturbances 
under nupercaine spinal anesthesia. 

It is concluded that there is little or no advantage 
in using concentrations of nupercaine less than those 
ordinarily recommended for spinal anesthesia. 

Mary Frances Pog, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


Cotton as a Suture Material in Surgery (Il cotone 
come materiale di sutura in chirurgia). GIOVANNI 
D’Errico. Gior. ital. chir., 1947, 3: 550. 


The author reviews the literature and summarizes 
the advantages of cotton as advanced by Ginkovski, 
Meade, Ochsner, Thorek, and Foss. He also men- 
tions the reports of D’Ingianni (1945) and Derby- 
shire (1947), who claim that while cotton is an excel- 
lent suture material, it is not without risk and has 
well defined limitations. 

The author challenges the popular belief that in- 
fections are less common with the use of cotton. He 
believes that they are as common as with other non- 
absorbable materials. 

In the Naples Surgical Clinic of Torraca, cotton 
was first used in October, 1946. Up to June 15, 1947, 
about 200 operations in which cotton was used for 
suture were performed. In exceptional cases the ma- 
terial was used alone; usually it was used with cat- 
gut, but in a few cases it was used with silk or linen. 

It is noted that the first surgeons to use cotton ad- 
hered to the teachings of Halstead on the use of silk, 
and recommended that not both absorbable and non- 


d 
e 
y 
l- 
e 
re 
|) 
id 
1e 
id 
ia 
in 
in 
d. 
le 
Ly 
is 
of 
a- 
tal 
or 
te- 
he 
tic 
ri- 
of 
are 
nic | 
ain 
py. 
um 
The 
1 of 
be 
‘ich 
ern 
ap- 
yar- 
 re- 
by 
lary 
ury, 
ig is 
onic 
gles. 
pain 


508 INTERNATIONAL ABSTRACTS OF SURGERY 


absorbable material be used. It is known that these 
precepts no longer hold with regard to silk, as prac- 
tice has demonstrated that continuous sutures, sim- 
ple ligatures, and the association of silk and catgut 
sutures do not expose the patient to particular 
dangers. 

In the author’s clinic, cotton is used almost always 
for ligatures, and in certain cases for seroserosal and 
parietal sutures. Number 60 (American nomencla- 
ture) is used for ligatures of small vessels and sero- 
serosal sutures. Number 24 is used for larger vessels 
and the parietes. 

Three complications were encountered. One was 
wound dehiscence on the fifth day following a gastric 
resection complicated by postoperative broncho- 
pneumonia. The wound had been closed with cot- 
ton. This was successfully repaired with silk and 
catgut. The second was wound infection in a bilat- 
eral Bassini repair of inguinal hernia. Drainage 
ceased in 2 months after four sutures were expelled. 
The third occurred in a 43 year old woman, who was 
operated on for the third time when a cholecystec- 
tomy was performed. Bronchopneumonia and phle- 
bitis followed. On the tenth day a moderate dehis- 
cence of the wound was noted. For 4 months a large 
number of sutures were expelled. This was followed 
by a tumefaction in the epigastric region which was 
resected and found to be made up of two hard masses 
of connective tissue, one attached to the gall blad- 
der bed and the other attached to the transverse co- 
lon. 

The first 2 complications were not considered to 
be due to the cotton especially, as they could have 
occurred with any type of suture material. The third 


complication was considered to be an aspecific reac- 
tion to a foreign body. 


Experiments were performed on 10 rabbits with 


scrupulous aseptic technique. Two dorsal incisions 
were made in each animal and the muscles in the par- 
avertebral space were sutured with catgut, silk, lin- 
en, and cotton. Numbers 60 and 24 cotton were used 
and corresponding sizes in the other materials. Four 
sutures were used in each incision, one of each mate- 
rial and of corresponding size. The catgut used was 
sterilized with dry iddine and the sizes were ooo and 
o. All wounds healed per primam. 

The animals were sacrificed successively from the 
second to the fiftieth day. The sutures together with 
the adjacent musculoaponeurotic tissue were re- 
moved and examined macroscopically and micro- 
scopically. 

The results are summarized as follows: 

All sutures, both absorbable and nonabsorbable, 
held well (until catgut began to show signs of absorp- 
tion). The catgut sutures held long enough to assure 
healing of the tissues. 

The decomposition and absorption of catgut 
caused a larger exudative and leucocytic response. 
The author did not find cotton to show less response 
than silk or linen and therefore disagrees with the 
opinions of Meade and Ochsner, and Thorek on this 
subject. From his point of view, there is no rea- 
son to prefer cotton to silk or linen. 

The use of cotton does not eliminate the danger of 
wound dehiscence or fistula in case of infection. The 
author finds no particular advantage or disadvan- 
tage in using cotton instead of silk or linen. 

Luctan J. Fronputi, M.D. 
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ROENTGENOLOGY 


Stratigraphic Studies of the Petromastoid Region 
(Studio stratigrafico della regione petromastoidea). 
ALESSANDRO Piazza. Radiol. med., Milano, 1947, 
33: 458. 

Employing Vallebona’s technique as modified by 
Bozzetti, the author obtained several stratigrams 
from dry skulls and heads of living persons. Roent- 
genograms of the same objects with normal tech- 
nique were also obtained. The author used Stenvers’ 
oblique and transorbital projections and one pro- 
jection in the direction of the petrous axis. He was 
able to demonstrate the anterior and posterior fora- 
men lacerum and the facial canal. 

The author emphasizes the value of stratigraphic 
studies for the diagnosis of lesions of the ear, the 
mastoid process, and the pyramid. 

Joseru K. Narat, M.D. 


Cerebral Angiography. J. Hopes, Cuartes R. 
PERRYMAN, and RicHARD H. CHAMBERLAIN. Am. 
J. Roentg., 1947, 58: 543 

Cerebral angiography is gradually assuming its 
proper place in the roentgen demonstration of intra- 
cranial lesions. The authors believe that cerebral 
angiography is indicated in all suspected aneurysms, 
angiomatous formations, tumors causing compres- 
sion of the internal carotid artery, meningiomas, and 
glioblastoma multiforme; examination by this means 
is indicated also in those cases in which air studies 
have failed to demonstrate a suspected tumor. Due 
to the toxicity of the various media used and the 
speed which must attend the injections (and conse- 
quent increase in arterial pressure), most investiga- 
tors agree that the acute phase of a cerebral accident, 
advanced cerebral arteriosclerosis, extreme hyperten- 
sion, senile debility, and cardiac decompensation are 
definite contraindications to this examination. 

For the past 3 years or more the authors have used 
the percutaneous or closed method. In a few cases 
there has been extravasation of the opaque media 
(thorotrast) into the neck with no definite untoward 
effect even after 24 years. However, of 14 different 
groups of investigators who have been questioned 
11 preferred the open technique. 

Slightly more than 50 per cent of these various 
investigators prefer diodrast to thorotrast. The ir- 
ritating effect and poorer contrast of the iodine 
compounds must be weighed against the better con- 
trast, but subsequent permanent retention of the 
radioactive thorium dioxide in the liver and spleen. 

Single anteroposterior and lateral films are made 
to show the arterial and venous phases. Inter- 
mediate films for the capillary phase are not made 
routinely. 

The normal arteriogram and venogram are de- 
scribed in some detail. Anatomical variants are 


numerous, ranging from bilateral absence of the 
carotids to small variations in the lumen of the vari- 
ous vessels. 

The present report includes 4 aneurysms of the 
carotid artery; 1 arteriovenous fistula of the cavern- 
ous sinus; 1 cerebral thrombosis of the internal caro- 
tid, 1 small arteriovenous angioma deep in the left 
cerebral hemisphere; 1 arteriovenous anomaly com- 
plicated by intracranial and subdural hemorrhages; 
I angioma; and 2 arteriovenous anomalies. 

Generally speaking, in cerebral angiography the 
location of a tumor in relationship to the blood ves- 
sels is more important than its size. 

Meningiomas usually produce smooth,’ clean-cut 
displacement of the cerebral arteries. Frequently 
the superficial vessels are displaced away from the in- 
ner table of the skull. Meningiomas receive their 
blood from both the internal and external carotids, 
the latter usually through the meningeal vessels, 
but occasionally superficial temporal branches pierce 
the calvarium to reach the tumor. The pattern of 
the tumor vessels is important. They are threadlike, 
well outlined, and ramify in orderly treelike fashion, 
They are short and end abruptly in the well demar- 
cated capillary stain. The stain may persist for 
some time. Abnormal veins may lie around the 
circumference of the stain ,but are not a characteris- 
tic feature since they are also seen in oligodendro- 
glioma and glioblastoma multiforme. 

Gliomas are infrequently located superficially and 
are more apt to cause bizarre, irregular types of 
displacement. The visualized blood vessels are less 
maturely formed and are more irregular in shape in 
glioblastoma multiforme and oligodendrogliomas. 
Occasionally the vessels within the tumor area are 
not visualized; this may be due to thrombosis or to 
pressure from the tumor; in these cases the contra- 
lateral side may show excessive filling. 

Hydrocephalus produces distortion of the normal 
vessels. In such cases, angiography is not as satis- 
factory as air studies. 

Roentgen illustrations with case reports are pre- 
sented to show the type of displacement produced 
by tumors in different locations. 

R. B. Lewis, M.D. 


Pulmonary Infiltrations on Routine Chest Roent- 
genograms. Lrroy Hype and BERNARD Hype. 
Am. J. Roentg., 1947, 58: 407. 


The authors describe the findings and final diag- 
nosis in 20 male soldiers whose routine chest roent- 
genograms revealed pulmonary infiltration and who 
were carefully followed from 10 to 20 weeks in the 
hospital. The findings are interesting. 

Of this group, 4 patients (20 per cent) were found 
to have active pulmonary tuberculosis; 9 patients 
(45 per cent) were found to have arrested pulmonary 
tuberculosis; 2 patients had tuberculosis, but acti- 
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vity could not be definitely determined during the 
period of observation; and 4 patients (20 per cent) 
were found to have healed, old coccidioidomycosis 
with stable pulmonary lesions. The cause of 1 pa- 
tient’s pulmonary infiltration could not be ascer- 
tained. 

The importance of continued observation, re- 
peated sputum and gastric examinations for acid- 
fast bacilli, serial chest roentgenograms, and weekly 
determination of the sedimentation rates as aids in 
determining the activity of pulmonary lesions, is 
stressed. Frank L. Hussey, M.D. 


The Differentiation of Mediastinal Tumor and 
Aneurysm by Angiocardiography. Marcy L. 
SussMAN. Am. J. Roentg., 1947, 58: 584. 


Prior to visualization of the heart and great ves- 
sels by rapid intravenous injection with contrast 
media, the differentiation of mediastinal tumor and 
aneurysm was by inference; however, in view of the 
rapid advances which have been made in thoracic 
surgery, more precise roentgenographic diagnoses 
are now required. 

The author presents 6 cases to illustrate the scope 
of angiocardiography in the study of mediastinal 
masses. 

These include (1) dermoid cyst of the anterior 
mediastinum, (2) aneurysm of the descending aorta, 
(3) poststenotic aneurysmal dilatation in coarctation 
of the aorta, (4) dilatation of the pulmonary artery, 
(5) clotted aneurysm of the ascending aorta, and 
(6) bilateral thymoma. 

Occasionally a large aneurysm will not fill with the 
opaque media, due either to the presence of a large 
clot ora very small neck. Frequently, however, there 
are abnormalities, or dilatation, of the aorta or pul- 
monary artery which suggest the diagnosis. Usually, 
tumors do not affect the heart or great vessels ex- 
cept by displacement. Rarely a fibrosing tumor may 
produce a traction aneurysm, or malignant infiltra- 
tion may produce irregular constriction or even oc- 
clusion. R. B. Lewis, M.D. 


Abdominal Venography. Pepro L. Farinas. Am. J. 
Roentg., 1947, 58: 599. 


A relatively simple technique is used by the author 
in an effort to visualize the inferior vena cava and 
iliac veins. Under local anesthesia, a small incision 
is made in the middle third of the thigh, the long 
saphenous vein is exposed, and a small trocar is in- 
serted. Usually a tourniquet is placed at the groin 
level, but this is released before the diodrast is in- 
jected. Thirty cubic centimeters of media are in- 
jected rapidly and a 14 by 17 inch film is taken. As 
rapidly as possible the remainder of the dye (10 c.c.) 
is injected and the second film is exposed. 

Normal venography reveals the femoral, external, 
and common iliac veins and the inferior vena cava; 
the caliber of the vessel increases as it ascends the 
lumbar vertebrae, with a compression in the epi- 
gastrium. An inflated balloon can be effectively used 
to visualize the hepatic and renal veins. 
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Indications for abdominal venography are: 

1. Possible obstruction or thrombosis of the in- . 
ferior vena cava. 

2. Abdominal tumors. 

3. Liver pathology, possibly resulting in portal 
hypertension and necessitating a portal vein and 
vena cava anastomosis. Maurice D. Sacus, M.D. 


Abdominal Arteriography; Technique and Diag- 
nostic Application. FREDERICK B. WAGNER, JR., 
Attson H. Price,.and Paut C. Swenson. Am. J. 
Roentg., 1947, 58: 591. 

Visualization of the abdominal aorta is not an es- 
tablished procedure because of its hazards and com- 
plicated technique. The authors describe a simple 
method which has been used as a diagnostic adjunct 
with no sequelae in 26 patients. 

Preliminary preparation consists of an enema in 
the morning, no food, and a morphine and atropine 
hypodermic 45 minutes before the procedure. 

A team consisting of a surgeon, two anesthetists, 
and a roentgenologist is necessary. 

The roentgen technical factors are: 70-85 kv., 200 
ma., % second, Potter-Bucky diaphragm, 30 inch 
target film distance, fast film, and par speed screens. 
It is advisable to take a preliminary film to check for 
proper cleansing, the desired anatomy region, and 
the correctness of the exposure factors. The techni- 
cian is ready to take the roentgenogram when the 
signal is given. 

Before the aortic puncture, the patient is anes- 
thetized with a 2.5 per cent pentothal sodium solu- 
tion. The second anesthetist administers oxygen. 
Emergency drugs such as epinephrine and coramine 
should be available if necessary. 

A number 18 gauge malleable needle is used for 
the aortic puncture. To this are attached 2 feet of 
rubber tubing with a Luer-Lok adapter and to c.c. 
syringe. Extra openings along the side of the needle 
near the tip will decrease resistance to the injection. 
With strict surgical technique on the x-ray table, 1o 
c.c. of an 80 per cent sodium iodide solution are in- 
jected into the aorta. For an aortic puncture at the 
level of the twelfth dorsal vertebra, the skin is 
pierced below the left twelfth rib, 4 fingers’ breadth 
from the spinous process. The needle is directed an- 
teriorly, medially, and cephalically toward the body 
of T-12 until bone is encountered. It is then with- 
drawn 2 cm. and inserted laterally into the aorta. A 
sharp snapping sensation is felt when the aorta is en- 
tered. The renal artery is best visualized by entering 
the aorta at L-1, and the iliac vessels at L-2. 

Before dye is injected, a preliminary precaution of 
alternate saline injection and blood withdrawal 
should be tried several times to assure the operator 
that the needle is in correct position. Ten cubic cen- 
timeters of sodium iodide are injected at the rate of 
2 c.c. per second. As the final 1 or 2 c.c. of dye are 
leaving the needle, the signal is given for the roent- 
gen exposure and the needle is then withdrawn. 

The patient recovers from the anesthesia in from 
5 to 10 minutes. A liter of 5 per cent glucose is ad- 
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ministered via the intravenous anesthesia needle ~ 


which is left in place. No case of iodism has been ob- 
served. 

This procedure is a valuable diagnostic aid in aor- 
tic aneurysms, occlusions, peripheral vascular dis- 
ease, abdominal tumors, hypertension, and hydro- 
nephrosis associated with aberrant vessels. How- 
ever, the examination should be done only by trained 
personnel and only after the usual studies have failed 
to yield enough information for a diagnosis. 

Maurice D. Sacus, M.D. 


Roentgen Visualization of the Inferior Vena Cava. 
BERNARD J. O’LoucHLIn. Am. J. Roentg., 1947, 58: 
617. 

The author presents a method for the contrast 
roentgen visualization of the inferior vena cava 
which he believes is simple and safe. The method 
consists of injecting 35 per cent diodrast into the 
femoral vein and visualizing the external and com- 
mon iliac veins and the inferior vena cava on films. 
No serious or ill effects have occrrued in any of the 
50 patients injected. Frank L. Hussey, M.D 


er Findings in Duodenal and Primary Para- 
duodenal Malignant Lesions. J. R. Kine and 
G. J. Cutver. Am. J. Roentg., 1947, 58: 425. 


The authors discuss the roentgenologic aspects of 
primary duodenal and paraduodenal malignant 
lesions and present 3 cases to illustrate the lesions. 
Carcinoma of the duodenum is a rare condition; 
however, it must be borne in mind when consider- 
ing lesions of the upper gastrointestinal tract. 

In the suprapapillary portion of the duodenum 
the lesion is usually a constricting one, narrowing the 
lumen, and infiltrating and eroding the mucosa. 
This type of lesion is usually a scirrhous adenocar- 
cinoma. In this type the most common symptom is 
pain and the stool is frequently positive for blood. 
The roentgenoscopic finding after the ingestion of a 
barium meal is a very small protuberance jutting 
into the lumen with the mucosa destroyed over the 
area. There is no associated spasm or tenderness 
such as one finds in inflammatory lesions. Spot 
roentgenograms are of value to demonstrate the 
mucosal detail in this and other lesions of the 
duodenum. 

In the periampullary portion, the lesion may be a 
constricting adenocarcinoma as previously described, 
producing the same signs and symptoms. In addi- 
tion, this lesion, if arising near the papilla of Vater, 
may very early infiltrate the papilla and cause a 
blockage of the flow of bile into the duodenum. 
Jaundice and light colored stools may occur. 

Papillary adenocarcinoma in this region causes 
constriction after the mucosa and submucosa become 
infiltrated. The stool is often positive for occult 
blood. Carcinomas in this region produce the same 
roentgenographic findings as described; however, 
the filling defect may be greater. This lesion cannot 
A differentiated from a lesion of the ampulla of 

ater. 


Carcinoma of the infrapapillary portion of the 
duodenum is the least common of these lesions. 
This lesion usually occurs near the duodenojejunal 
junction and is most often an infiltrating constric- 
ting adenocarcinoma. It is usually scirrhous in 
type and metastasizes early. Symptoms appear 
later and are usually pain and occult blood in the 
stools. The earliest roentgenological finding is nar- 
rowing of the lumen. Destruction and distortion of 
the mucosal folds and a loss of the distensibility 
and pliability of the wall also occurs. 

Carcinoma of the ampulla of Vater obstructs the 
common bile duct early. Jaundice and light colored 
stools are early symptoms. Occult blood in the stool 
and secondary anemia occur. There is a tendency 
toward early metastasis. Annular constriction may 
be produced by lymphatic extension. Following the 
ingestion of a barium meal a small filling defect pro- 
truding from the posteromedial or medial wall of the 
second portion of the duodenum is seen. The mucosa 
may be eroded or distorted. 

Invasion of the duodenal wall by carcinoma of the 
head of the pancreas may resemble carcinoma of the 
duodenum. Painless and progressive jaundice are 
the cardinal symptoms. If the lesion erodes the 
duodenal wall or duodenal mucosa, the stools may 
be positive for occult blood. An increase in the 
duodenal movement does not occur in early lesions. A 
primary carcinoma of the bile duct with duodenal 
extension may resemble a primary carcinoma of the 
duodenum. It produces signs of common duct ob- 
struction early. The other symptoms are distended 
gall bladder, pain, and abdominal distress. If the 
lesion erodes the duodenum at the site where the 
duct passes under the first portion of the duodenum, 
the duodenal mucosa may become eroded, with 
roentgenographic findings similar to those of a pri- 
mary carcinoma of the duodenum. 

Aberrant pancreatic tissue tumors in the wall of 
the duodenum may produce stenosing lesions with- 
out any change in the mucosal pattern. They are 
differentiated from the primary carcinoma lesions by 
this factor. The importance of correct diagnosis is 
to bring the patient to surgery early while the lesion 
is still localized. Frank L. Hussey, M.D. 


Newer Methods of Pneumarthrography of the Knee 
with an Evaluation of the Procedure in 315 
Operative Cases. IsADORE MESCHAN and W. H. 
McGaw. Radiology, 1947, 49: 675. 


The authors analyze 315 operative cases in which 
pneumarthrography of the knee was done. Oxygen 
is recommended for pneumarthrography because it 
is quickly absorbed. From 8o to 120 c.c. of oxygen 
are injected under gentle pressure into the joint 
space after the usual antiseptic preparation of the 
knee. The findings in normal and abnormal pneum- 
arthrograms are presented in detail. The pneu- 
marthrogram is of special value in the diagnosis of 
abnormal menisci, fat pads, and bursae. These cases 
account for over two-thirds of the major lesions in 
internal derangement of the knee joint. 
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In other causes of internal derangement of the 
knee, the plain radiograms are usually of equal value 
for diagnosis. It is not necessary to use pneumar- 
thrograms for the diagnosis of osteochondritis disse- 
cans or chondrosis of the patella. Popliteal bursae 
occurred in 13.5 per cent of the present series of cases. 

The pneumarthrogram was found to be accurate 
in 81.6 per cent of the cases. It is estimated that the 
clinical examination alone is accurate in about 70 
per cent; thus the pneumarthrogram has achieved a 
greater accuracy than the clinical examination. More- 
over, with the pneumarthrogram the type and com- 
pleteness of the lesion can be predicted more accu- 
rately. With the combined use of clinical examina- 
tion and pneumarthrograms accuracy can probably 
be achieved in go per cent of the cases. 

FRANK L. Hussey, M.D. 


Carcinoma of the Bronchus with Especial Reference 
to Its Treatment by Radiotherapy. L. M. SHor- 
von. Brit. J. Radiol., 1947, 20: 443. 


The author analyses a series of 213 cases of car- 
cinoma of the bronchus seen in Mount Vernon dur- 
ing the years from 1942 to 1946. Of the patients in 
this group 75 were too ill and their disease was too 
advanced to permit radiation therapy. Palliative 
treatment was given to 23, 2 of whom had had a re- 
currence after pneumonectomy. Four patients 
were given postoperative deep x-ray therapy, 3 
after pneumonectomy and 1 after lobectomy, and 
111 received radical treatment. 

The results of radiation therapy are evaluated 
under three headings: possibility of cure, prolonga- 
tion of life, and relief of symptoms. The possibility 
of cure is remote. Not one radically treated patient 
has survived longer than three years after comple- 
tion of the treatment. The prolongation of life is a 
difficult thing to evaluate satisfactorily because it is 
difficult to decide when the malignant process actu- 
ally started. Statistically, the treated patients sur- 
vived longer than the untreated ones. 

Complete or marked relief of such symptoms as 
pain, cough, dyspnea, and superior vena caval ob- 
struction is often obtained by radiation therapy. 
Some patients enjoyed a period of comparative nor- 
mality. Frank L. Hussey, M.D. 


Roentgen Therapy in Uterine Fibromyoma without 
Ovarian Sterilization. Grorce E. PFAHLer. 
Am. J. Roentg., 1947, 58: 798. 


The author presents a report of 4 cases of uterine 
fibroids of the interstitial type which were treated by 
roentgen therapy, following which normal pregnan- 
cies occurred. The ovarian regions were protected by 
lead, and in none of the 4 patients was menstruation 
interrupted. In 2 of these, treatment was followed by 
a total of 6 pregnancies. All of the children were 
normally formed. The first woman had 4 healthy 
children, 3 of whom are living today. The second 
patient had 2 children of premature birth, which was 
believed to be due to accidental causes not related to 
the irradiation; one child is well at 7 years of age. 
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The third patient has never become pregnant but 
has menstruated regularly. The fourth patient re- 
ceived some treatments over the ovaries and had an 
interruption of menstruation fora period of 6 months. 
She then became pregnant at the age of 32 years, and 
— at 33; the child is now a healthy girl, 20 years 
of age. 

The author believes that roentgen rays have a 
direct action on fibromyomas and cause a disappear- 
ance of the tumor without affecting the ovaries, and 
that healthy children may be born after treatment 
for uterine fibromyoma. L. Hussey, M.D. 


Further Observations with Intravaginal Roentgen 
Therapy of Cancer of the Female Pelvis. W. 
WALTER Wasson and Roy GREENING. Radiology, 
1947, 49: 452. 


The authors discuss some of the failures of roent- 
gen therapy of cancer of the female pelvis and offer 
— procedures with the hope of better end-re- 
sults. 

It can be said that the ultimate goal in treating 
carcinoma of the cervix by irradiation is to deliver a 
dose of uniform distribution throughout the pelvis 
and of sufficient intensity to destroy the cancer cells. 

After a description of the anatomy of the pelvis 
and a discussion of the merits of the various diagnos- 
tic methods, the authors deal in particular with the 
type of radiation therapy consisting of a combina- 
tion of external and intravaginal roentgen therapy. 

The external roentgen therapy is carried out with 
either 200 kv. or 400 kv. In the average case, a dose 
of 2,500 roentgens may be delivered through 4 or 5 
portals into the structures of the birth canal over a 
period of a few weeks without approaching the limit 
of skin tolerance. Since 4,000 roentgens within the 
tumor cells is probably the optimal amount, there 
remain 1,500 roentgens-to be given either by intra- 
vaginal roentgen therapy or by intracavitary ra- 
dium. According to the authors, one of the advan- 
tages of intravaginal roentgen therapy is that it 
offers a greater flexibility to administer this remain- 
ing dose of 1,500 roentgens. 

The irradiation is carried out through cones of 
various sizes suited to fit the vaginal canal. Multiple 
portals are used for crossfiring, directed at the cer- 
vix and the surrounding structures or only at the 
cervix and broad ligaments. Either 140 kv. or 200 
kv. may be used. Care must be taken to avoid over- 
lapping. If a cone of 3-3.5 cm. in diameter is employ- 
ed, a satisfactory irradiation of the pelvis in the 
transverse diameter is possible provided three areas 
are given in the transverse diameter, or the pelvis 
can be covered in the anteroposterior diameter if 
three areas are given in this diameter. With the use 
of smaller cones, unexposed spaces will remain be- 
tween the treated areas. The sum of the diameters 
of the areas treated must equal the diameter of the 
birth canal. 

If a uniform irradiation of the cross section of the 
pelvis cannot be accomplished by the intravaginal 
roentgen therapy, supplementary radium treatment 
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may prove necessary. This applies especially to 
carcinomas of stages II, III, and IV. Radium 
should also be used in carcinomas of the early stage 
when there is a purulent discharge present. 

The authors have tried larger tumor doses than 
4,000 roentgens per series of treatments but some 
delayed reactions were encountered about the cer- 
vix and vaginal vault. It is recommended that if a 
tumor dose of 5,000 roentgens is given in one series, 
it should not be repeated, at least in that same 
amount. 

Intravaginal roentgen therapy is also of value in 
residual tumors following operations upon the uterus 
and ovaries, or about the cecum, bladder, and rec- 
tum. It is possible to crossfire the tumor in such in- 
stances through the vagina and by external irradia- 
tion. T. Levcutia, M.D. 


MISCELLANEOUS 


The Biologic Effects of Pile Radiations. P.S. HEn- 
SHAW, E. F. Ritey, and G. E. StaPLeton. Radiology, 
1947, 49: 349. 


The authors report results of experiments carried 
out at the Clinton Laboratories, Oak Ridge, Ten- 
nessee, as part of the extensive biological program of 
the Manhattan Project. 

Experiments were carried out with several strains 
of mice to determine the late effects of periodic and 
single exposures of fast neutrons, slow neutrons, and 
gamma rays (penetrating radiations). Similar ex- 
periments were carried out with beta rays, the ab- 
sorption of which was limited almost exclusively to 
the skin. 

In general, the late effects resulting from exposure 
to penetrating radiations, irrespective of the method 
of exposure, consisted of generalized atrophy and 
neoplasia of hemopoietic organs. Both effects were 
attended by a shortened life span, loss of weight, 


some increase of tumor incidence in organs other 
than heniopoietic, a modified blood picture, and a 
changed pathology and histology, all of which served 
as criteria of irradiation effects. It was plain that the 
chain of events between treatment and death did not 
always follow the same pathway even with identical 
treatments and animals of uniform type. 

Survival time, which was one of the most sensitive 
responses, showed effects following daily exposures in 
the range of 0.1 neutron of fast neutrons and 1 roent- 
gen of gamma rays. Threshold responses of the 
peripheral blood were often less sensitive than thresh- 
old survival responses in C Fl mice. Slight differences 
were observed in different strains. No fundamental 
differences were observed in the responses of the 
different sexes. 

The r/n ratio of gamma rays to fast neutrons for 
the different effects varied roughly from 8 to 1 to 35 
to 1 for the conditions and methods used. The de- 
gree of acute damage (as measured by survival after 
single massive dose exposures) varies not only with 
dose but also with the intensity of irradiation; a 10- 
fold increase in exposure time for gamma ray treat- 
ments reduced the effects observed for a given dose 
to about 70 per cent. Thus the degree of biologic ef- 
fect varies not only with the dose but also with the 
density of ionization produced. The incidence of 
lymphoma was increased from 15 per cent in controls 
to over 60 per cent following single exposures of from 
500 to 700 roentgens of gamma rays. Lung tumor 
incidence was increased little if any. 

Sublethal doses of beta rays produced skin lesions, 
especially malignant types in rats and mice. Follow- 
ing doses of from 4,000 to 5,000 roentgen equivalent 
physical, animals that ordinarily have no skin lesions, 
showed skin carcinomas. It is significant that he- 
mopoietic tissue tumors were obtained with pene- 
trating radiation and skin tumors with surface ab- 
sorbed radiations. Joun A. Cocke, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Amino Acid Utilization. Paut R. Cannon. J. Am. M. 
ASS., 1947, 135: 1043. 

Rats, previously prepared by a diet low in protein 
but adequate in calories, vitamins, and minerals, 
were used to test the speed of tissue synthesis under 
varying nutritional conditions. Tissue synthesis pro- 
ceeded in direct relation to calories when repletion 
diets adequate in protein content but with varying 
caloric levels were fed. When the caloric content of 
the standard repletion diet was below 70 per cent 
recovery of weight was poor; when it was above this 
level the addition of extra calories had but slight 
additive effect. In other words, tissue synthesis re- 
quires enough calories to facilitate the conversion of 
amino acids into tissue protein, but above a certain 
level additional calories are superfluous. 

Calories, per se, do not build tissues. They are 
built from dietary proteins by conversion of their 
amino acids. Protein depleted rats which were fed 
a series of standard high calorie repletion rations 
each containing a decreasing amount of high quality 
protein regained their weight and appetite in direct 
relation to the protein content. These experiments 
demonstrate that for effective recovery of lost weight 
or for the regeneration of plasma protein and hemo- 
globin, high quality protein and calories are mu- 
tually indispensable, and a deficiency of either one 
may constitute a limiting factor which hampers 
effective convalescence. Vitamins and minerals must 
also be restored as well as the enzyme systems which, 
in the debilitated patient, may be severely impaired. 

It is suggested that tissue protein synthesis is 
rapid and “all or none” in character when once it 
starts. One might presume that the synthesizing 
mechanisms may operate effectively only under the 
following general conditions: they must have avail- 
able all essential dietary elements; the synthesizing 
cells must be uninjured if they are to obtain the 
energy necessary for the task of synthesis; conditions 
must be such that these cells, once the synthesis 
starts, can do a perfect job. 

That presumably there is an overall proportional 
relationship between the various amino acids is sug- 
gested by the work of Beach and of Bailey: thus, for 
example, for every molecule of tryptophane required 
for the synthesis of muscle protein a certain specific 
number of molecules of the other essential amino 
acids are required. Examination of the high quality 
proteins which promote good tissue synthesis reveals 
that they contain such an assortment of essential 
amino acids, and that, in the process of tissue syn- 
thesis, they may be made available to the synthesiz- 
ing mechanism in proportional amounts. This rela- 
tionship becomes of extreme importance because of 
accumulating evidence of the lack in the tissues of 


reserves of individual essential amino acids. The 
phenomena of negative nitrogen balance appear so 
quickly with the removal of a single essential amino 
acid from the diet and disappear with equal speed 
when it is restored that it is difficult to postulate the 
ready availability of any essential amino acid re- 
serves. In the absence of a single essential amino 
acid tissue synthesis stops, the remaining essential 
amino acids are presumably converted into glucose 
or are deaminated and excreted, and the synthesizing 
mechanism, rather than fabricating imperfect tissue 
protein, waits until a complete assortment is again 
available. Elman’s work with the intravenous in- 
jection of acid hydrolysate of casein supplemented 
with tryptophane immediately and 6 hours later, 
which revealed nitrogen retention in the first instance 
and lack of it in the second, is cited in support of the 
author’s idea. 

Two standard rations containing differing sets of 
essential amino acids when fed to rats at 2 hour 
intervals revealed that the animals could not eat the 
two rations quickly enough in relation to one an- 
other to enable the second group of essential amino 
acids to combine with the first group in order to 
accomplish tissue synthesis. Therefore, it is sug- 
gested that all the essential amino acids must be 
present at approximately the same time, for the 
individual amino acids from an incomplete ration 
cannot be stored in the liver or elsewhere for much 
longer than an hour. Thus the utilization of amino 
acids in tissue fabrication is extremely rapid, and 
for optimal utilization each meal should be well 
balanced as to content and proportions of essential 
amino acids. The poorer nutritive value of vegetable 
proteins—soy beans, for example—may well be ex- 
plained on the basis of their unequal rates of en- 
zymic digestion and the correspondingly unequal 
rates of absorption of amino acids. 

Protein hydrolysates and protein concentrates, 
assuming that these products contain all the essen- 
tial amino acids in adequate amounts and propor- 
tions, are seen to possess certain theoretic advan- 
tages in surgical practice, although it must be re- 
membered that their complete utilization still de- 
pends on the efficiency of the synthesizing mech- 
anisms. ALLAN D. Catiow, M.D. 


Metabolic Disturbances after Injury. J. BEATTIE. 
Brit. M.J., 1947, 2: 813. 

Only within the last 20 years has the metabolism 
of injured persons been studied accurately. One of 
the most significant findings concerns nitrogen me- 
tabolism. Following injury the average well nour- 
ished individual excretes an increased amount of 
nitrogen in the urine. This output increases to reach 
a peak at the end of the first week. Then it gradually 
declines to a normal level, attained in less severe 
injuries by the end of 2 or 3 weeks. The output may 
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decline still further, but it rises again to a normal 
level by the end of 2 or 3 months. Thus, it can be 
seen that there are catabolic and anabolic phases in 
the cycle of nitrogen metabolism evoked by an in- 
jury. The initial catabolic phase may be lessened, 
but cannot be abolished, by high protein diets given 
in the first week or 10 days after injury. Continua- 
tion of such diets will effect a positive nitrogen bal- 
ance during the latter half of the period of high 
urinary nitrogen loss. The magnitude of the urinary 
loss is dependent on the individual’s state of nutri- 
tion and on the severity of the injury. Poorly 
nourished patients have only a slight metabolic 
response, or none at all, as measured by urinary 
nitrogen loss. Even given high-protein diets, such 
patients do not lose appreciable amounts of nitrogen 
in the urine. The fact that they do not catabolize 
the added protein suggests that the mechanism for 
the catabolic response has been inhibited. A severe 
injury such as occurred in the case of burns of hands 
and arms quoted by the author may have a marked 
negative nitrogen balance for a long time; in this 
case, the loss was 216 gm. over a period of 47 days. 

The mechanisms involved in these metabolic dis- 
turbances are not known. A small part of the nega- 
tive nitrogen balance may be ascribed to the effects 
of immobilization, as normal individuals kept in bed 
for weeks show a negative balance. However, this 
is a relatively minor factor. The source of the nitro- 
gen loss seems to be “‘dispensable” nitrogen which is 
“stored” in the body cells; this can be used as it is 
needed without loss of cell viability. Some observers 
have calculated that at least 15 per cent of the body 
nitrogen is in the “dispensable” category. It appears 
that when this nitrogen has been lost, some factor 
operates to check the loss. Thus, after injury in 
poorly nourished individuals there is no catabolic 
phase of nitrogen metabolism because this protective 
mechanism is already at work. In well nourished 
individuals the urine contains large amounts of cor- 
ticosteroid material a few days after injury, presum- 
ably derived from the adrenal cortex. It is thought 
that this inhibits the synthesis of amino acids into 
proteins. Consequently, if these acids are not utilized 
by the body but are deaminated by the liver and in 
part built into liver glycogen, their nitrogenous 
fraction is transformed into urea and excreted. In 
debilitated patients the urine does not contain these 
large amounts of corticosteroid material. Cuthbert- 
son has advanced an interesting hypothesis that the 
increased nitrogen output may result from the break- 
down of protein molecules in the body’s attempt to 
supply some component amino acid of the protein 
molecules which is essential to the process of repair. 
If this one amino acid makes up 3 per cent of the 
protein molecule the remaining 97 per cent would 
have to be metabolized. 

After injury there is greater need for vitamin C. 
Some of this may result from an increased utilization 
of ascorbic acid by the adrenal cortex. Some of the 
increased need may be due to an increased require- 
ment in the liver, where ascorbic acid is known to 


augment the enzyme arginase, which appears to be 
concerned in urea production. Some of the increased 
demand is known to be due to the requirements of 
the injured tissue.for repair. 

Excretion of calcium after injury is greatly in- 
creased in the urine and moderately increased in the 
feces. Following fractures, the increased output of 
calcium may reach a dangerous level, since insoluble 
calcium phosphate may be precipitated in the urinary 
tract to form calculi. 

BENJAMIN F. LounsBury, M.D. 


Effects of Tetraethyl Ammonium Chloride on a 
Mixed Type of Hypersensitive Carotid Sinus 
Syndrome. Rosert D. Taytor, LEE C. UNDER- 
woop, and IrvinE H. Pace. J. Lab. Clin. M., 1947, 
32: 1491. 

A 52 year old man who had a hypersensitive carotid 
sinus syndrome was observed. Stimulation of the si- 
nuses by pressure caused bradycardia, reduction of 
the blood pressure, giddiness, and syncope. The 
bradycardia was presumably due to increased vagal 
tone and the fall of the arterial pressure to vasodila- 
tation of sympathetic origin. Atropine sulfate, by its 
ability to inhibit parasympathetic activity, blocked 
the vagal component but had no effect upon the sym- 
pathetic component. Tetraethyl ammonium chlo- 
ride, which paralyzes both parasympathetic and 
sympathetic ganglia, prevented both responses. 

The inhibition of the sympathetic nervous system 
by tetraethyl ammonium, although more complete 
than that of atropine, is of brief duration; it is not 
recommended for the treatment of the hypersensi- 
tive carotid sinus syndrome of this type. 

WALTER H. Napier, M.D. 


Pathologic Anatomy in 2 Cases of Myasthenia 
Gravis (Anatomia patologica de dos casos de miaste- 
nia grave). Prpro I. ExizaAtpE and Juan R. 
MAnzvuoLl. Rev. As. méd. argent., 1947, 61: 661. 


Other authors have found lesions of the thymus 
gland associated with myasthenia gravis in almost 
50 per cent of their cases. 

The pathologic findings in 2 cases of myasthenia 
gravis, in which tumors of the thymus were found, 
are reported by the authors. In the first case, a 
thymoepithelioma was found, measuring 4 by 3 cm., 
in a 40 year old male. The tumor was ovoid, hard, 
encapsulated, easily enucleated, of a whitish fatty 
color, and its cut surface showed several small pin- 
head-sized cavities. 

On microscopic examination, there was a blas- 
tomatous proliferation, formed exclusively by epithe- 
lial cells with numerous nuclear anomalies, which 
infiltrated the neighboring cellular tissues and re- 
produced the thymic matrix, and in doing so de- 
stroyed the host tissue. 

In the second case the thymus was the size of a 
hen’s egg. The cut surface was of a whitish red 
color, and the gland was lobulated in parts. This 
case was a hyperplasia of the thymus, which on 
microscopic examination revealed a rich capillary 
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bed with nuclei far apart and a collagenous mass of 
the capillaries easily traversed by the thymus cells. 
In the areas of the capillary anastomoses there were 
trabeculae of active proliferative thymoblasts. 
There were also outlines of young epithelial cells, 
which formed nuclei in concentric patterns, and 
thymoblasts with acidophilic protoplasm which were 
homogenous; some had clear vacuoles. The process 
is that of a neoformation in which epithelial cells of 
_the stroma show an intense proliferative activity, to 
which is added the presence of large and small 
thymic cells. ARTHUR F. Creotta, M.D. 


Neurovascular Syndrome of the Arm Associated 
with Hypertrophied Subclavius Muscle: Re- 
port of a Case Including Operative Treatment. 
EuGeNneE E. Cuiirrton. Arch. Surg., 1947, 55: 732. 


A case of dysfunction of the left upper extremity, 
simulating in great detail the scalenus anticus syn- 
drome, is presented. In the present case, the neuro- 
vascular syndrome of the left upper extremity was 
the result apparently of a hypertrophied subclavius 
muscle and costoclavicular fascia secondary to a 
fractured clavicle which had healed by bony union 
and without significant deformity 5 years previously. 

The symptoms and findings persisted from the 
time of the accident (December 25, 1940) until op- 
erative relief was achieved at the Wakeman General 
Hospital, Camp Atterbury, Indiana (now disbanded), 
in 1945. Repeated examinations at several Army 
hospitals preferred the diagnosis of scalenus anticus 
syndrome. 

In repeated examinations at the Wakeman Gener- 
al Hospital, by neurologists, neurosurgeons, and or- 
thopedists, the following observations were consis- 
tently made: 

The general physical condition was essentially 
normal. This soldier was lean and wiry but had well 
developed muscles, especially about the shoulders. 
There was moderate dilatation of the veins of the left 
arm and shoulder. The left hand and forearm be- 
came cyanotic when the arm was dependent, with 
the cyanosis most pronounced over the hand and 
wrist and shading off to normal color above the el- 
bow. The left hand was definitely colder than the 
right. With elevation, the cyanosis slowly disap- 
peared in from 3 to 5 minutes and the hand and the 
arm blanched more and more, and remained cold. 
There was definite weakness of the left arm and 
hand (60 to 70 per cent) as compared with the right. 
The patient was able to elevate the arm just to an 
angle of 90 degrees but was unable to hold it there 
for more than a few seconds. It then slowly and 
steadily fell despite evident effort. The radial pulse 
was of good quality but was completely obliterated 
with elevation of the arm to an angle of 40 degrees. 
It then again gradually became apparent at an ele- 
vation of 70 degrees, but was obliterated at an eleva- 
tion of go degrees. 

Venographic studies were done, 20 c.c. of diodrast 
being used. Roentgenograms were taken after the 
injection of 10 and 20 c.c. of diodrast, and in 15 sec- 
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onds after completion of the injection. Because of the 
complete block still present a fourth roentgenogram 
was taken about 10 minutes after the development of 
the previous 3 roentgenograms. This showed a com- 
plete obstruction still present, with moderate collat- 
eral filling of the veins. At operation a large hyper- 
trophied subclavius muscle, appearing to be two to 
three times the usual size, was found. As the sub- 
clavius muscle was rolled out from beneath the clav- 
icle it was noted that distention in the cephalic and 
subclavian veins was released. The brachial plexus, 
the subclavian and axillary arteries, and the sub- 
clavian and axillary veins were carefully explored 
from well above the clavicle to below the insertion of 
the pectoralis major, and no other unusual condition 
was noted. 

Dysfunction of an upper extremity due to pressure 
on vascular and nerve elements in the region of the 
shoulder are not uncommon and are disabling. It is 
likely that a predisposing cause lies in an unusual 
anatomic relationship, with narrowing of the costo- 
clavicular space, and/or enlargement and hyper- 
trophy of the subclavius muscle, and hypertrophy of 
the costoclavicular fascia, or, in some instances, of 
the subscapularis muscle. Diagnosis is made by ob- 
servance of the typical symptoms and signs, and by 
venographic study, which gives a typical picture of 
obstruction of the flow of opaque medium, usually 
in the region of the clavicle and first rib, and filling 
of collateral channels. Operation is believed to be 
justifiable in a larger number of cases in view of the 
consistently good results reported. Marked im- 
provement followed the relief of pressure by section 
of the subclavius muscle in this patient. 

Joun H. Monarpt, M.D. 


The Intracellular Mode of Action of the Sulfona- 
mide Derivatives. R. A. Q. O’Mrara, P. A. Mc- 
Natty, and H. G. Netson. Lancet, Lond., 1947, 2: 
747- 

How sulfonamides interfere with bacterial meta- 
bolism has been studied by the authors in experi- 
ments utilizing Bacterium coli in urine as a culture 
medium, and Streptococcus pyogenes in meat-ex- 
tract-peptone broth, to both of which were added 
0.2 per cent glucose and o.1 per cent sodium bicar- 
bonate. Sulfonamides produce their characteristic 
effects on bacteria by interfering with their meta- 
bolism in the so-called “logarithmic” or most rapid 
phase of bacterial growth. During this phase of 
maximum bacterial metabolism one of the meta- 
bolites produced is a dienol compound, probably 
glucoreductone, which is unstable and highly reac- 
tive but unites readily with para-aminobenzoic acid 
to form a stable, nonreactive compound. This is 
readily hydrolyzed, when it liberates its original 
components. Therefore, para-aminobenzoic acid ap- 
pears to be a stabilizing agent which enables the 
bacterial cells to store glucoreductone as it is formed 
and to utilize it as it is required. In so doing it pre- 
vents the loss of an intermediate metabolite essen- 
tial during growth and keeps this reactive sub- 
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stance from exerting a toxic effect on the cells. Other 
aldehydes and ketones may be similarly stabilized 
by condensing them with para-aminobenzoic acid. 
The importance of glucoreductone to bacterial 
growth has been demonstrated by finding that the 
product of its condensation with para-aminobenzoic 
acid is utilized by streptococci as a source of growth 
energy. 

The sulfonamides condense with glucoreductone 
almost as readily as does para-aminobenzoic acid. 
Their condensation products are not utilizable by 
streptococci as a source of energy for growth. Thus, 
it is believed that the sulfonamides act within the 
bacterial cells during their active metabolism by com- 
bining with glucoreductone (and possibly other re- 
active metabolites) and thus render it unavailable 
for use by the cells. This deprivation may be fatal 
to the cells during their active growth, for the entire 
cellular metabolism is suddenly stopped at the very 
point where it has become adjusted for the special 
purpose of reproduction. 

BENJAMIN F. Lounssury, M.D. 


Absorption of Penicillin Given by Mouth. H. C. 
Stewart and J. R. May. Lancet, Lond., 1947, 2: 857. 


The various factors believed to influence the ab- 
sorption and excretion of penicillin when taken by 
mouth were investigated carefully in 16 adult healthy 
males without evidence of infection. A standard dose 
of 15,000 units administered in about 4 ounces of 
water was usually used, and the subjects were quickly 
found to be good or poor absorbers of penicillin. 
The greatest absorption occurred in the duodenum 
and jejunum, with none of significance occurring in 
the buccal mucosa. It is greatest in the absence of 
food, although satisfactory levels may be obtained if 
the dose is withheld until about 3 hours after the last 
meal. To cause any appreciable destruction of peni- 
cillin within 40 minutes, the gastric juice must be of 
a pH of 3 or less. This time factor is important be- 
cause in 13 of 15 experiments in 6 persons the peak 
blood level was found to have occurred at or before 
this time. Therefore, unless the gastric juice is of a 
PH of 3 or less no significant destruction can be at- 
tributed to it by the time the peak blood level has 
been reached. Since the number of persons with a 
resting gastric pH of 3 or less appears to be consid- 
erably less than the number of persons who absorb 
penicillin indifferently, it seems unlikely that de- 
struction of penicillin by acid gastric juice can be the 
only factor concerned. 

The use of antacids appeared to be of benefit only 
in preventing the gastric contents from being at a pH 
of 3 or less, although it is pointed out that slightly 
alkaline fluids traverse the stomach more rapidly 
than do acid ones. Thus, the use of antacids may fa- 
cilitate absorption as much by favoring the rapid 
passage of the drug into the small intestine as by 
neutralizing the gastric acidity. The water soluble 
antacids are of greater usefulness than the insoluble 
ones, and, indeed, kaolin and magnesium trisilicate 
were found to cause the penicillin to be adsorbed by 


them and to adhere to the gastric mucosa. Capsules 
gave no greater blood levels. Enteric coated ones 
gave lower values possibly by causing the penicillin 
to be liberated farther down the gut in an area of 
poor absorptive power. 

Duodenal aspirations revealed no penicillinase 
active organisms nor did the cultures of the jejunal 
and ileal contents, save for insignificant amounts in 
the latter. The authors conclude that it seems very 
unlikely that penicillinase activity could play any- 
thing but a negligible part in the unsatisfactory re- 
sults of giving penicillin by mouth. Of penicillin 
types I, II, III, and K, no one type was better ab- 
sorbed than the others. The combination of glucose 
with penicillin was disappointing, although in a few 
instances the levels were higher and better main- 
tained. Glucose did not produce a consistent im- 
provement in the poor absorbers, however. Mc- 
Dermott has stated that in order to produce satis- 
factory levels with oral penicillin 5 times the dose of 
intramuscular therapy must be utilized. Because of 
the possibility that one may be dealing with a poor 
absorber, these authors believe that at least 10 times 
the intramuscular dose should be used when oral ad- 
ministration is utilized. 

If penicillin is to be given by mouth the following 
suggestions are made: it should be given in about 4 
ounces of water with about 20 gr. of sodium bicar- 
bonate or citrate, before meals, and not less than 3 
hours, preferably 4 hours, after the previous meal. 
The dose should be 10 times as great as the dose of 
intramuscular penicillin that produces the desired 
blood level. If this is to be maintained continuously 
a dose of 500,000 units by mouth should be sat- 
isfactory. 

The most important factor influencing the ab- 
sorption of penicillin seems to be the unexplained 
individual variations in the absorptive capacity of 
the gut. ALLAN D. Catiow, M.D. 


Sarcoidosis: A Clinical and Roentgenologic Study 
of 28 Proved Cases. James J. McCort, RicHAaRD 
HucH Woop, Joun B. Hamitton, and Davip E. 
Euruicu. Arch. Int. M., 1947, 80: 293. 


While serving in an army general hospital func- 
tioning as a center for radiation therapy, the authors 
proved clinically and histologically 28 cases of sar- 
coidosis. They state that the most pressing problem 
in the diagnosis of a mediastinal tumor is the dif- 
ferentiation of benign from malignant lymphogranu- 
loma. The factors bearing on this differential diag- 
nosis are presented in this article. 

Little is known of the pathogenesis of the disease. 
Tubercle bacilli have been found by several workers 
in sarcoid lesions, and concomitant diseases are still 
under question. Tubercle bacilli in sarcoid lesions 
have been reported by several writers. In a number 
of cases followed up over a period of years, frank 
tuberculosis has been seen to develop in conditions 
clinically and histologically diagnosed as sarcoid. 
The development of tuberculosis is one of the fre- 
quent causes of death and the relationship is thought 
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to be more than coincidental by most writers, but 
definite proof of the tuberculous nature of sarcoid is 
still lacking. Sarcoid lesions have been found in the 
tonsils, brain, spleen, lung, myocardium, pericar- 
dium, kidney, small intestines, testicles, and epidi- 
dymis. 

In all the cases presented in this article, the diag- 
nosis was made by histologic examination and con- 
firmed by the Army Medical Museum. Enlarge- 
ment of the peripheral lymph nodes is common and 
accessible lymph nodes can be removed easily. The 
cervical nodes have been the optimum site of biopsy 
in the authors’ cases. The authors recommend avoid- 
ing the inguinal glands. They have successfully 
removed biopsy material from the tonsils, parotid 
glands, lacrimal glands, skin, and mediastinum. 
Aspiration biopsy from the liver has been reported 
as very successful when other sources were not avail- 
able. 

Microscopically there is proliferation of the epi- 
thelioid cells with the formation of granulomas. 
Giant cells of the Langhans type are present. In the 
lymph nodes the granulomas are arranged in clusters 
which may fill the entire node, but they usually do 
not break through the capsule. The center of these 
tubercles may show slight necrosis, but true casea- 
tion is rare. 

There is no evidence of depression of hemopoiesis 
in the bone marrow. In the liver it has been found 
that the lesions of sarcoid are more numerous in the 
portal triads. 

The manifestations of this disease are many and 
varied because of the number of organs and tissues 
which may be involved. About four clinical types are 
recognized: (1) with sarcoids of the skin, (2) with 
uveoparotid fever of Heerfordt, (3) with lymphadeno- 
pathy of the superficial or intrathoracic nodes, and 
(4) primary involvement of the pulmonary paren- 
chyma, as shown by roentgenograms which may 
closely resemble those of pulmonary tuberculosis. 

The patients whose cases are presented were 
admitted to an army general hospital between July 
1, 1942 and April 1, 1946. All the patients had intra- 
thoracic lymphadenopathy and all except 2 had 
enlargement of the superficial lymph nodes. Because 
of the selection, 27 were men (in other series the sex 
incidence is equal). The majority of the patients 
have been in the young adult group. It is significant 
that 15 of the 28 patients were negroes, which is in 
accord with the experience of other investigators. 

The symptoms these patients presented were vari- 
able in degree, but tended to be mild. Nine patients 
had cough which was persistent and only slightly 
productive. Only 2 had slight hemoptysis; 11 com- 
plained of dyspnea aggravated by exertion, and 6 of 
them lost significant weight. Weakness, fever, ano- 
rexia, nausea, and vomiting were occasional symp- 
toms. Six patients had no symptoms whatsoever. 
It was observed that cough and dyspnea were the 
most frequent presenting symptoms probably be- 
cause all the patients had intrathoracic disease. 
Peripheral lymph nodes were enlarged in 26 of the 28 


cases. The nodes were small and discrete and were 
not confluent. The nodes were often insignificant 
although they were found to be involved. Eleven 
patients had eye involvement, most often a uveitis 
or iridocyclitis, but any or all of the eye structures 
may be involved. Moderate enlargement of the 
spleen was found in only 3 cases. There was a low 
incidence of cutaneous lesions. The fever was usually 
of low grade and continued over several days or 
weeks, lasting 3 months in one case. 

The most consistent laboratory observation is 
that the tuberculin skin test is negative in the 
majority of cases. When a positive reaction occurs 
it is usually weak and it occurs only with the higher 
concentrations. This test is valuable in a differential 
diagnosis. Another significant symptom is the ele- 
vation of the globulin fraction of the blood protein. 
It was elevated in 23 of 28 patients in this series. No 
instance of a false positive reaction to a serologic 
test for syphilis was noted. There were no other 
significant laboratory findings. 

In all 28 patients there was evidence of intra- 
thoracic lymphadenopathy, which is not easy to 
detect. Examination should include careful roent- 
genoscopy with swallowed barium. A posteroanter- 
ior and a lateral view and if necessary oblique views 
should be taken. Usually nodes of 2 cm. or greater in 
diameter will be detected. In this series most nodes 
ranged between 2 and 5 cm. in diameter. Like the 
peripheral nodes, the intrathoracic nodes tend to 
remain discrete and have a tendency to coalesce. In 
the roentgenogram the tumor will show a lobulated 
border, giving strong evidence that it consists of a 
group of enlarged lymph nodes. Calcification in or 
about the nodes was noticed but once. In no instance 
was there evidence of lobular collapse. There was no 
involvement of the esophageal wall or involvement 
of the phrenic nerves, which is not unusual in bron- 
chiogenic tumor. 

Enlargement of the intrathoracic lymph nodes is 
found in the vast majority of cases of sarcoidosis. 
In contradistinction, intrathoracic lymphadenopathy 
is a less frequent finding in malignant lymphoma. 
Later in sarcoidosis the nodes regress slowly and 
spontaneously to be replaced by fibrous tissue; this 
has been confirmed by autopsy. In malignant lym- 
phoma the process tends to break through the cap- 
sule and invade the surrounding structures. 

The roentgenographic appearance of the chest in 
erythema nodosum can be confused with sarcoidosis, 
as can pulmonary coccidioidomycosis; however the 
skin test for coccidioides is helpful for diagnosis. 

In this study the earliest manifestation of the 
disease seemed to be enlargement of the intrathoracic 
lymph nodes. After a variable time, these tend to 
regress spontaneously, while parenchymal involve- 
ment apparently increases. About equal involve- 
ment of both lungs is the rule. 

No definite pattern of lung changes in sarcoidosis 
can be predicted. Pulmonary parenchymal involve- 
ment was seen in 15 of the 28 cases, the true inci- 
dence probably being higher than this figure. Lung 
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involvement is of two main types which are fre- 
quently coexistent. The first and commonest is 
reticular with thin strandlike areas of increased 
density extending out from the hilus. Less frequently 
a nodular increase in density throughout both lung 
fields is observed and may be confused with miliary 
tuberculosis. In this series the authors were unable 
to correlate the degree of pulmonary involvement 
with the severity of the symptoms. 

Involvement of the heart and its covering has been 
reported and 1 patient of this series had pericardial 
effusion requiring 4 pericardial taps. Two patients 
had slight pleural effusion. There was no involve- 
ment of the bony thorax. Six patients had lesions in 
the bones of the hands. None was found in the feet 
or any long bones. None of the patients with hand 
involvement had symptoms. 

Treatment was not discussed except that after 2 
patients were given radiation therapy the authors 
concluded that it was of no value in the treatment of 
the enlarged lymph nodes of sarcoidosis. 

There was but 1 death in this series due to failure 
of the right side of the heart, secondary to extensive 
infiltration of the lung. Davin H. Ret, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Staphylococcal Infection Due to Penicillin-Resist- 
ag Strains. Mary BarsBer. Brit. M.J., 1947, 2: 
3. 

The incidence of strains of the Staphylococcus 
pyogenes that are grossly resistant to penicillin is 
increasing so rapidly as to be somewhat alarming. 
In a previous study of 200 patients yielding cultures 
of the Staphylococcus pyogenes, penicillin-resistant 
strains were isolated from 25 (12.5%). In a recent 
series of 100 patients with Staphylococcus pyogenes 
infection, 38 yielded penicillin-resistant strains. 

The degree of resistance in all 38 cases was gross 
and all except one strain, which was not tested, were 
shown to produce penicillinase. Thirty-six of the 
patients had a sensitivity to streptomycin, 1 not 
being tested and 1 being treated for tuberculous 
meningitis with streptomycin, to which there was 
resistance. In most of the 38 cases, the Staphylo- 
coccus pyogenes was the only or at least the pre- 
dominant organism isolated. In 10 patients, both 
penicillin-sensitive and penicillin-resistant strains of 
the Staphylococcus pyogenes were isolated from the 
same specimen. 

The main cause for this increase in penicillin- 
resistant strains of the Staphylococcus pyogenes is 
the widespread use of penicillin, although a patient 
yielding such an organism may not himself have ever 
had any. As stated in a previous publication, the 
author believes these strains are not originally sensi- 
tive staphylococci which have acquired a resistance 
to penicillin by contact with it, but are naturally 
resistant strains which survive by a simple process of 
selection in penicillin-treated infections. That such 
changes in bacterial flora take place during the 
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course of penicillin treatment is becoming increas- 
ingly clear and is well illustrated by 5 cases of lung 
infection. 

In some cases, penicillin-resistant organisms are 
clearly present but are overgrown by sensitive strains 
until penicillin treatment leaves them a clear field 
by getting rid of the latter. In any hospital using 
large quantities of penicillin, bacteria resistant to its 
action are probably increasing at the expense of those 
that are sensitive. This is illustrated by the fact 
that in a particular unit of the hospital the percent- 
age of penicillin-resistant strains was higher through- 
out the two investigations, which showed that a 
penicillin-resistant strain of the Staphylococcus pyo- 
genes, once it gains a foothold in the hospital, may 
spread from patient to patient. 

The best method for the detection of penicillin- 
resistant bacteria is to plate out the infected ma- 
terial directly on to a penicillin ditch-plate, with a 
concentration of about 10 units of penicillin per milli- 
liter of agar in the ditch. By this method some in- 
formation as to both the degree and the type of 
resistance is obtainable. Davin H. Lynn, M.D. 
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The Role of Leucotaxine in the Production of the 
Anhydremia of Burn Shock. H. CuLtumBIne, 
F. McDonaLp, and M. M. Simpson. J. Path. Bact., 
Lond., 1947, 59: 467. 

A polypeptide of comparatively low molecular 
weight and capable of causing increased capillary 
permeability has been described in inflammatory 
exudates from various sources. This polypeptide 
was called “‘leucotaxine” and appears to be liberated, 
after injury, at the site of the local damage. None 
has been detected in the blood of burned animals, and 
it is known to be destroyed on incubation with blood 
serum or plasma. Its local production at the site of 
injury might be a factor in the causation of the 
decreased blood volume and anhydremia found in 
burn cases. The experiments reported here were 
designed to see if the systemic picture of anhydremia 
could be reproduced by the localized injection of 
crude preparations of leucotaxine into the skin. Also, 
observations on the toxic properties of the edema 
fluids produced by the subcutaneous injection of 
leucotaxine and by burning have been made. 

The methods are described with the use of rabbits. 
The average results show that the groups of burned 
rabbits and of those receiving “‘fibrin” or “‘skin leuco- 
taxine”’ hypodermically show substantially the same 
blood picture. The red blood cell count, the blood 
hemoglobin content, and the blood specific gravity 
all show a marked increase within 4 hours of injection 
or burning. This increase is followed by a fall to 
lower than preinjection or preburning levels. Simi- 
larly, both the burning of the skin and the subcuta- 
neous injection of leucotaxine are followed by a 
marked rise in the blood sugar level, a more sustained 
rise in the blood urea level, and a fall in the plasma 
protein content. 
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Control groups of rabbits receiving isotonic saline 
hypodermically or nembutal intraperitoneally did 
not exhibit this blood picture. Neither did a group 
which received 60,000 “units” of “fibrin leucotax- 
ine” intravenously. Here, if anything, a picture of 
hemodilution was produced. 

It can be said that about 60,000 “‘units’’ of leuco- 
taxine can be extracted from 150 sq. cm. of rabbit 
skin burned at 70° C. for 90 seconds, and that the 
subcutaneous injection of 60,000 “‘units” of this 
leucotaxine into normal rabbits causes marked local 
edema and reproduces substantially the blood pic- 
ture that follows burning of the skin. 

The authors confirmed the results of Wilson e¢ al. 
who have described the toxic properties of the edema 
fluid obtained from the burned skin of rabbits. It 
would seem that the edema fluid produced by the 
subcutaneous injection of leucotaxine contains a fac- 
tor with a toxicity similar to that found after burn- 
ing. The toxic factor in the edema fluid is not found 
up to 24 hours after burning, but is usually present 
after 48 hours. GEorRGE W. RicHarpson, M.D. 


Development of an Artificial Kidney: Experimental 
and Clinical Experiences. Gorpon Murray, 
EpmunpD DELORME, and NEWELL THomas. Arch. 
Surg., 1947, 55: 505. 

The authors’ report deals with the development of 
an artificial mechanical kidney, the function of 
which is to remove from the blood stream circulating 
toxic substances. The present investigation was 


based on experiments performed in 1933, 1934, and 
1935 with moderate success, using heparin as an an- 
ticoagulant, and kidney transplantation from one 
animal to another, and from one species to another. 

It seemed possible that if a patient could be pro- 
tected from death from toxemia in such conditions as 
acute poisoning by mercury and phenol, in the tox- 
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emia of acute infection, such as nephritis or pneu- 
monia, with oliguria or anuria, as well as in acute 
anuria following blood transfusions, administration 
of excessive sulfonamide drugs, eclampsia and tox- 
emia of pregnancy, severe cutaneous burns, induced 
abortions and acute injury to ureters and kidneys 
from calculous obstruction, reflex or otherwise, or 
operation, after a time there would be sufficient re- 
covery in a number of cases so that the affected kid- 
neys might resume function. 

After extensive and arduous trials and experi- 
ments, an apparatus was finally devised and des- 
cribed which apparently works smoothly for long 
periods and performs the functions for which it was 
developed. The successive stages in perfecting the 
apparatus are described. 

A detailed description is given of a patient who had 
anuria for 9 days secondary to an attempt at in- 
duced abortion. During this period the patient was 
passing about 35 c.c. of urine daily and when first 
seen had uremia, was comatose, edematous, and 
having mild uremic convulsions. The condition 
seemed hopeless. On the ninth day the patient was 
attached to the artificial kidney by passing a catheter 
through the saphenous vein into the inferior vena 
cava on the right side and another into the femoral 
vein on the left. With repeated runs, the patient re- 
covered and is now in good health. 

A report is made, after a great deal of experimental 
work, of an artificial kidney or dialyzing membrane 
which has been used in such a way that it can be ap- 
plied safely to animals or to human beings. This 
membrane can be used to remove toxic substances 
from the blood. With proper buffering of the dialy- 
sate, there are no injurious effects as a result of this 
dialyzing process. A clinical case is described in 
which cure was effected. 

Joun H. Monarpt, M.D. 


